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Wicnira and KANSAS cordially invite you, your families and friends 
t to attend the Thirty-eighth Annual Convention of the American Osteopathic ! 
Association, July 23-27. { 
» 4 
» 4 
, Visit the birthplace of osteopathy July 22nd at Baldwin, for a very } 
interesting program. , 
> 4 
Y 4 
t Convention week will be filled with an excellent scientific program and } 
, . ° . 4 
plenty of entertainment. The attendance promises to be the largest in 
t many years. ) 
f H. C. WALLACE, D.O. { 
t General Chairman. } 
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Anatomy of the Operating Table 
CALLANDER’S “SURGICAL ANATOMY” 


Yes, absolutely—-anatomy of the operating table .. . the surgical significance 
of anatomy ... anatomy applied to operative technic! 


That's the kind of book this is —this great new masterpiece of Callander’s. It Ry 
is an anatomy as the sealpel meets it, as the operator sees it. Truly, anatomy > 
of the operating room ... and nothing in all the literature even approaches it! o 
432 Every region, every organ, every part is taken up step by step in the pre- e 
s cise order in which the surgeon actually meets them when operating. <° 


4 ‘y 
wo Under Surgical Considerations Dr. Callander brings out a great number of % 
factors which influence the technic and the operative decision. He gives you LY 
the conditions common to each particular region, the possible involvements. S 
tendencies, indications for operation. surgical landmarks, the best operative 
approach—and then he applies all these things to the operative technic at 
hand. There are 1280 magnificent illustrations. 
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is a balanced formula valuable in favoring conditions 
that raise a lowered blood-pressure ana counteract symp- 
toms of general endocrine weakness and fatigue. Ob 
tain Adre :no-Spermin in packages of 100 sanitablets or 
capsules at $3.00, and in boxes of f 
$2.00. Prescribe it in neurasthenia, depletion, hypc 


ive |-cc. ampules at 


tension, and 


CONVALESCENCE AFTER INFLUENZA 


The HARROWER LABORATORY, Inc. 


GLENDALE, CALIF NEW YORK, N.Y. CHICAGO, ILL 
920 E. Broadway 9 Park Place 160 N. LaSalle St 
DALLAS, TEX. PORTLAND, ORE. 
833 Allen Bidg 316 Pittock Block 








‘‘How do you feel about suture flexibility ?”’ 


‘*T like flexible sutures — but not at a sacrifice 
of intensive heat sterilization. The substitu- 
tion of borderline temperatures or chemical 
processes involves an unnecessary risk.”’ 


D &e ‘m THEY ARE HEAT STERILIZED 
“u hi, Ex . . . THEY ARE FLEXIBLE 


DAVIS & GECK, INC. ~ 217 DUFFIELD STREET ~ BROOKLYN, NEW YORK 





Ly 
V7 Like 
N\A Breast 
Milk 
\ 


S. M. A. Requires No Modification 
for normal full term infants 


T is not necessary to further modify S. M. A. for normal full 

term infants, for the same reason that it is not necessary to 
modify breast milk - for S.M.A. contains the essential food ele- 
ments in proper balance. Because of this close resemblance to 
breast milk, the very young infant can tolerate the fat as well as 
the other essential constituents of S.M.A. and it is possible to 
give it in the same strength to normal infants from birth to twelve 
months of age. 


As the infant grows older, therefore, it is only necessary to 
increase the total amount of S.M.A. diluted according to 


directions. 


Inexpensive to Use - - No “Extras” to Buy 

Since S. M. A. resembles Breast Milk so closely and con- 
tains Cod Liver Oil in sufficient quantities to prevent Rickets 
and Spasmophilia, it is not necessary for the mother to buy any 
additional modifiers such as carbohydrates, cod liver oil, or 
other vitamin preparations. Orange juice, of course, should be 
given the infant fed on S. M. A. just as it is the present practice 
to give it to Breast fed infants, to supply an adequate amount 
of the anti-scorbutic Vitamin “C”. 


Simple for the Mother to Prepare 
Breast Milk is simple for the physician to prescribe, yet no 
physician ever refuses to prescribe it on account of its simplicity. 
On the contrary, it is one of Breast Milk’s many advantages. 
S. M. A. likewise is simple for the physician to prescribe and is 
just as simple for the mother to prepare. 
The sketches below illustrate how easy it is to prepare 
S. M. A. feedings from the powdered form. 


The concentrated liquid form of S. M.A. is even simpler 
to prepare. It merely requires dilution with approximately an 
equal quantity of boiled water. 


Add one 
To each Ez ounce of Mm Makes one 


2 measure thE boiled water 
[fe of S. M.A. (Ra fluid ounce 
: J oN t-|] of S.M.A. 
+ = ready to feed 


Attach a corner of this advertisement to your prescription blank or letler- 
head and mail to us for a trial supply of S.A. with complete literature. 


(fs. M. A. Covgucetun ) 


4614 Prospect Avenue Cleveland, Ohio J 
San Francisco, California eonte Toronto, Ontario, Canada 
437-439 Phelan Building @smac 64 Gerrard Street, East 





‘a well fed baby enjoys 


24 happy hours each day.” 


Pelieves 


the 


BUSY 
PHYSICIAN 
of exacting detail 
in infant feeding 





























Only 


FRESH 


Hil! 











Onty fresh milk of the highest grade is 











used as a basis for the production of S.M.A. All herds are tuberculin tested under State and Government 
supervision and all farms are under complete farm inspection in accordance with standard dairy requirements. 


Analysis - Like Breast Mitk. 
S. M. A. is an adaptation to Breast Milk 
which resembles Breast Milk both physi- 
cally and chemically as shown by the 
comparative tables. 


Buffer - Like Breast Milk. 
This buffer chart shows the close similarity 
between the buffer value of S.M.A. and 
Breast Milk and the wide difference be- 
tween cow's milk and Breast Milk. This 
explains why it is not necessary to add 


an acid to S. M.A 


Fat - Like Breast Milk Fat. 
Not only does S. M. A., when ready to 
feed, have the same total amount of fat 
as that present in human milk, but S.M.A. 
fat also resembles human milk fat in hav- 
ing the same chemical and physical 
characteristics. 


































































































COMPARATIVE ANALYSIS OF S. M. A. 
AND BREAST MILK 
28, ee : Cod Liver | Coconut Cocoa Beef 
Poe oe S. M.A. Breast Milk - S.M.A. | Oil Oil Butter Fats 
ysical Analysis Breast 
32 Milk 
_ | ees 3.5-3.6% 3.59* rae | | 
‘ ‘ ati 36 Ls ; ; Whole | 
ee 13-14% 1.23-1.5* Fy . 's Mi S.ML.A. 
40 é tt 4 Cow's Milk | Fae 
Carbohydrate. 7.3-7.5% 7.57* ri = ae a oe | 
44 / y, 
i er 0.25-0.30% ]| 0.215-0.226* pH Ih raf 
' 48 } ? fies eon Same 
—s eres 6670 oat 5,2 i ff. Saponification lodine — 
ke | ’ ‘ eis 
er 0.56-0.61 0.56¢ 56 H A. omuecd Number Number 
Electrical ae Same Same Same 
Conductivity... | 0.0022-0.0024] 0.0023 t 60}) / Polenske Melting Refractive 
i / Number Point Index 
Specific Gravity . 1,032 1.032 64; ; 
Caloric Value: ai uy 
12345678910 BREAST 
—perlooc.c. . 68.0 68.0 Number cc. 10% Lactic Acid MILK 
FAT 
—perounce... 20.0 20.0 
* Average per cent according to Holt, “American 
Journal Diseases of Children,” Vol. 10, page 239, 1915. PREVENTS RICKETS AND SPASMOPHILIA 


+ Davidsohn, H.—Ueber die Reaktion, der Frauenmilch, 
Zeitsch. fiir Kinderh., Vol. 9, 1913, page 15. 


t Friedenthal, H—Ueber die Eigenschaften kuenstlicher 
Milchsera und ueber die Herstellung eines kuenstlichen 
Menschenmilchersatzes. Zenttalb. f. Physiol., Vol. 24, 
1910, page 687. 


Cod liver oil forms a part of the fat of S.M.A in 
adequate amount, not only to satisfy the 
body's requirements for the fat soluble 

“A” growth factor, but also enough vita- 

min “D" to prevent rickets and spasmo- 


philia. In addition, the kind of food constituents 
and their correlation contribute to make 
S.M.A,. anti-rachitic and anti-spasmo- 

philic. Therefore, it is NOT necessary to 

give additional cod liver oil with S.M.A. 











WE INVITE YOU 


to try S. M. A. in € nb14 Prospect Avenue 


your practice 


San Francisco, California ennsee 
437-439 Phelan Building 


((S. ML A. Corporation 


Cleveland, Ohio 


Toronto, Ontario, Canada 
64 Gerrard Street, East 


use 


©SMAC 


LITERATURE AND 
3 TRIAL PACKAGES 


sent to physicians 
upon request 
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SCHERING & GLATZ, INC. 
113 West 18th Street - New York City 





[* the relief of pain and discomfort from hem- 


orrhoids, in reducing congestion, and in con- 
trolling hemorrhage, Anusol Suppositories offer 
a rational and safe therapeutic measure. There 
is no masking of symptoms by narcotic or anal- 
gesic drugs. There are no unpleasant systemic 


effects from belladonna, epinephrine or ephedrine. 


The improvement that takes place from the use 


of Anusol Suppositories is genuine. 


Anusol Suppositories are supplied in boxes con- 


taining 6 and 12 suppositories. 


A trial supply gladly sent. Please use your 


letterhead when requesting a trial supply. 


NUSOL 
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AMONG THE 


OUTSTANDING 
ACHIEVEMENTS 
OF 1933 — 


MUSEBECK HEALTH SPOT CONSTRUCTION 
FOR MEN AND WOMEN 





The hand points to the silver seal 
identifying the Health Spot con- 
struction—the simplest and most ef- 
fective way to straighten up weak 
feet. Body weight is directed to the 
outer part of the foot—where it 
belongs—and where a strong steel 
shank in both men’s and women’s 
shoes gives support necessary to 
prevent elongation and inrolling of 


the foot. 





1933 has made the world foot conscious. We are confident that 1934 will bring greater 
strides in relieving the pain and ill health caused by weak feet. This can only be 
accomplished through the cooperation of the doctor, shoe dealer and shoe manufac- 


turer. We sincerely request your help in this great work. 


Write for the name of your nearest Musebeck Dealer 


MUSEBECK SHOE 


Danville. Illinois. 
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will approve your prescription of 
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MYRTLE 
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YOLANDA 








BEG. U.S. PAT. OFF. 


SHOES 


Smartly dressed women applaud the preseription 
of Treadeasy Shoes. Not only have they found 
that Treadeasy has created special orthopaedic 
lasts that completely support their feet—but that 
these lasts are provided in smartly styled shoes for 
dressy occasions. 

All Treadeasys have the same basic measurements 
in every part and do not vary in the slightest re- 
gardless of style or height of the heel. That’s why 
your patients’ feet are always properly balanced 
and supported when they wear Treadeasys. Body 
weight is distributed evenly, toes are never 
cramped and there is no undue strain on certain 
parts of the foot. 

Now—you can recommend a foot-health shoe 
that is a real corrective aid yet which embodies 
all the smartness and style women everywhere are 
looking for. Write us for the name and address 
of your nearest Treadeasy dealer and for litera- 
ture on Treadeasy Related Lasts and Unified 
Measurements. It will prove most helpful. 


P. W. MINOR 
& SON, Inc. 


BATAVIA, NEW YORK 
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(lo Hotrolagac**Cascar 


- 


MT Tit] LELULL 





a 





SOFTENS 
Bowel Content 


STIMULATES 
Peristalsis 


Recommended whenever fluid- 
extract of Cascara is indicated. 


Particularly useful in the constipa- 
tion of pregnancy. 


Unusually pleasant to take— 
(Associates Cascara with an entirely 
new flavor—not bitter.) 


The Fluidextract of Cascara contained in one 
average tablespoonful of Petrolagar with 
Cascara represents the physiological equiva- 
lent of (1/2 dram) 2 cc. Fluidextract Cascara 
Sagrada U. S. P. 


* TWO SIZES 


8-ounce size 


16-ounce size 





AVAILABLE FOR YOUR PRESCRIPTIONS AT ALL 
PHARMACIES 


UNUSUAL CLINICAL TRIAL OFFER 


Original Package FREE to Every 
Physician—Use Coupon .. . 


Petrolagar Laboratories, Inc. | 9-2 

Chicago, Illinois 

Gentlemen: 

Send me Free Petrolagar with Cascara. 
(_] Special original package {-] Samples for 











for personal use. clinical trial. 
Doctor 
Street 
City State 


i eT a a 
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0 you know why 
Ry-Krisp relieves 


constipation 


due to insufficient bulk? 









| Whole Rye Wafers are valuable in diets 

planned to relieve dietary constipation because they are 

made of flaked whole rye, water and a dash of salt. 

These simple ingredients provide (a) a high percentage of 

bran, for increasing secretion and peristalsis, (b) high 7 * 
pentosan and crude fiber content—both natural aids in 

producing normal bowel action. Double baking reduces 

the moisture content of Ry-Krisp Wafers to a minimum. | 
This low moisture content gives them high absorbing | 
power and makes them effective as a bran carrier. 


Because they taste so good, patients on diets planned to | 
relieve dietary constipation welcome Ry-Krisp Wafers. | 
The distinctive whole rye flavor, and tempting crispness | 
makes them equally inviting for breakfast, lunch, dinner 
or between meal bites. 

For your convenience in planning special diets our 
Research Laboratory Report on Ry-Krisp will be sent to 
you without cost. Sample wafers for your personal use 
will also be included. Just fill in the coupon or attach it > 
to your prescription blank or letterhead. 


Ry-Krisp whole rye wafer 


‘Ratston Purina Company, Dept. I, 221 Checkerboard Square, St. Louis, Mo. 
Without obligation, please send Research Laboratory Report, and samples of Ry-Krisp. 





Offer limited to residents of the United States and Canada - 
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@ What does it mean to be able to recommend a method 
of vaginal hygiene with entire confidence in its efficacy? 
It means, among other things, an easy mind, than which 
there is no possession more priceless. 

This you get as an essential accompaniment of Ortho- 
Gynol. The Johnson & Johnson signature on the tube 
means that years of laboratory research preceded and 
countless clinical and hospital tests followed its manufac- 
ture, before it was offered to physicians. All this to give 


ortho-gynol 
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DOCTOR, 


ortho-gynol 







bears this 





signature 






you the support of conclusive proof, as you write Ortho- 
Gynol into your prescription. 

Ortho-Gynol provides mechanical and chemical protec- 
tion in one—combining a tenacious gum base that effectu- 
ally blocks the cervical canal, with antiseptic ingredients 
that destroy bacteria and intruding live cells. Its use, ad- 
ditionally, in the local treatment of Vaginitis, Leukorrhea, 
and Endocervicitis is indicated. 

If you have not yet been supplied, send for a full-sized 
tube of Ortho-Gynol with unbreakable transparent appli- 
cator (actual value $1.50). 


Gohmron afohmson New Brunswick, N. J. 3-13 


I am a practicing physician. I have not received a package of 
Ortho-Gynol and descriptive booklet. Please send them. 


Dr. 








No request honored except from the profession 


™N 
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HE TREATMENT of consti- 

pation with bulk-giving agents 
is rational in that it simulates 
nature’s method of cleansing the 
bowels. 


However, when rough- 
age is used which irritates the 
mucous membrane, the results are 
apt to be disastrous. 


Supplying non-irritating 
bulk is accomplished by the admin- 
istration of 


BATTLE CREEK 
PSYLLA 


(Plantago Psyllium) 


The thorough sterilizing and 
cleansing process to which Psylla is 
subjected render it free from bacteria 
and harsh irritating materials found in 
ordinary commercial Psyllium Seed. 

Psylla is inert —its action 
in the bowel is purely physical: its takes 
up water, enlarging many times 
its size and throws off a mucil- 
age which protects and cleanses 
the mucosa. 


Because of this action 
and its freedom from foreign 
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“ALKALOL clears 





and soothes nasal 





passages ... is excel- 





lent in the treatment 





of common colds...” 





Statements like these have come from doctors 
for more than 30 years. They are not created 
in an advertising department. They are the 
result of merit proved in daily practice. 


Many so-called germ-killing antiseptics often 
irritate, excite and cause depletion of the cells. 
ALKALOL, owing to its physiologic balance, 
feeds and stimulates the cells through absorp- 
tion, thereby building resistance to infection. 


ALKALOL is a pleasant-to-use, soothing, non- 
irritating pus and mucous solvent that stimu- 
lates healing as it cleans. Doctors have found 
it particularly effica- 
cious in treating eye, 
ear, nose, throat, 
bladder, vagina, rec- 





. K *! g 
re 74 matter, the dose of Psylla is 


tum, and various 


Seca eRe small: 2 to 4 rounded teaspoon- irritated or inflam- 


LAXATIVE sa he nals ~ 
oe fuls a half hour before meals. matory conditions. 





‘MAIL COUPON 


{7.7 mye? 


A card bearing your 
name and address 
will bring a sample 
of ALKALOL in the 
new eye dropper 





THE BATTLE CREEK FOOD COMPANY 
Dept. AOA-2-34, Battle Creek. Mich. 





Send me, without obligation, literature and trial lin bottle. 

of Psylla. 

Name 

Address sr The ALKALOL Company 





Taunton, Mass. 
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The Cold Wave 


The aftermath of every cold wave is respiratory trouble. Colds, 
bronchial trouble, congestions follow the temperature variations 
of our uncertain winter weather. 







A time-proven adjunct to routine treatment is the “Cataplasm 


Plus” — NUMOTIZINE. 


The medicaments, Guaiacol and Creosote, are slowly but certainly 
absorbed from the Kaolin emplastrum base, thus producing a definite 
and controlled decrease of fever, a dispersion of congestion, and a 
local analgesic effect. 


NUMOTIZINE is an ethical prescription product, is not adver- 
tised to the public. Here is the formula: 












Guaiacol U.S.P......... 2.6 Quinine Sulphate....... 2.6 
Beechwood Creosote... .13.02 C.P. Glycerine and Alu- 
Methyl Salicylate U.S.P.. 2.6 minum Silicate, q.s. 
ee 2.6 1000 parts 







SAMPLES FOR CLINICAL TEST SUPPLIED ON REQUEST 
NUMOTIZINE, INC., 900 North Franklin Street, CHICAGO, ILLINOIS 









NUMOTIZINE, INC. Dept. 4.0.4.2 
900 North Franklin Street, CHICAGO, ILLINOIS 


Please'send me samples of NUMOTIZINE for clinical test. 





DOCTOR 





ADDRESS 





CITY. _STATE 
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FIRST AID FOR 


THE STOMACH 


2 Your FIRST consideration in 
the treatment of simple gastric upset with post- 
prandial pain, sour, acid eructations and other 
well-known symptoms of hyperacidity, is to re- 
lieve the distressing symptoms quickly, safely. 


For this purpose BiSoDoL offers a valuable 
First-Aid for the stomach. 


The combined action of magnesium carbonate 
with sodium bicarbonate and bismuth subni- 
trate affords quick neutralization of excess acid 
without tending to set up an alkalosis. Anti- 
flatulents and flavorings provide additionel 
aid in combating acid indigestion. 


Nassive 
Doses in Colds 


The balanced formula of BiSoDoL enables the 
physician to build ‘‘alkali-resistance” by giv- 
ing massive doses at frequent intervals. 


Send FOR SAMPLES 
AND LITERATURE 


THE 
Thy) le) Me) TAU) 


New Haven, Conn. 


February, 1934 





An Antacid 


Your Patients 


Will Take 


When you prescribe an antacid to 
be taken three times a day or oftener, 
can you depend upon the patient to 
follow directions as you give them? 


If the patient is given a prescrip- 
tion for Phillips’ Milk of Magnesia 
Tablets, there will be no trick in 
getting him to take a tablet as often 
as you prescribe. 


The compact .size and pleasant 
taste of the new tablets allow the 
patient to conveniently take them at 
short intervals, and this is usually 
desired in antacid medication. 


As a laxative, too, you frequently 
find it necessary to prescribe for 
mid-day use. The patient who is 
“on the go” all the time has no 
difficulty in taking Phillips’ Milk of 
Magnesia Tablets because they can 
be carried in the vest pocket. 





PHILLIPS” 
Milk of Magnesia 


Prepared only by 


The Chas. H. Phillips Chemical Co., New York, N. Y. 
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In Convalescence 
When Feeding 
Is Difficult 


When appetite lags, digestion is impaired 
and the patient balks at the very foods 
most needed to rebuild strength and vi- 
tality, the question of feeding the patient 
adequately often becomes a problem. 


Here is where Ovaltine can be used to 
excellent advantage. Clinical experience of 
its use over many years shows that it can 
often be taken and well tolerated when 
other foods are rejected by the patient. It 
has an enticing flavor and appetite appeal, 
and imposes no strain upon the digestive 
function. 


Ovaltine, too, enhances the nutritive value 
of the diet. It adds to it vital food elements, 
including the essential minerals, iron, cal- 
cium and phosphorus, as well as reinforc- 
ing the diet with important vitamins such 
as the appetite-producing and antineuritic 
vitamin B. 


Ovaltine, too, considerably increases the 
digestibility of milk by breaking up the 


OVA LTINE 


The Swiss Food - Drinks 


Manufactured under license in U. S. A. according 
to original Swiss formula 


WHEN WRITING 


TO ADVERTISERS 












heavy curd of cow’s milk into a light, easily 
digested coagulum. 


Where nervous irritability, pain or worry 
interfere with sound sleep, a drink of warm 
Ovaltine often works wonders and lulls 
the patient into refreshing slumber with- 
out the use of drugs. 


Why not let us send you a trial supply of 

Ovaltine? If you are a physician, dentist 

or nurse, you are entitled to a regular pack- 

age. Send coupon together with your card, 

professional letterhead or other indication 
of your professional standing. 


Pee SSS SSO SSS SOwe: 





Limited, Elmwood Park, Peterborough, Ontario 
en es 


1 
! This offer is limited only to practicing | 
' physicians, dentists and nurses i 
i y a 

THE WANDER COMPANY 2 

. 180 No. Michigan Ave. Dept. A.0.A. 3 4 
+ Chicago, Ill. 1 
1 Please send me, without charge, a regular size ' 
1 package of OVALTINE. Evidence of my profes- t 
1 sional standing is enclosed. i 
' ' 
BD BR conccocceccccevccevcesecesecencesencosgeooese ' 
t ' 
DB Bic cnccccncccewccocesnasteecosveceossneneses | 
1 ' 
D. Gilbavsscnantctddtdieneeeend | ee 1 
; Canadian subscribers should address coupons to A. Wander, ; 
u 
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The 
STANDARD 
EFFERVESCENT 
SALINE SINCE 1895 








INCE 1895 Sal Hepatica has 

been the approved laxative and 
cathartic for flushing the intestinal 
tract and for promoting internal 
purification, without creating a con- 
dition of tolerance. 


It is also the ideal treatment to 
alkalize the system. It is efficient, 
palatable, reliable and a preparation 
that you can recommend as an ad- 
junct to your treatment. 


The coupon below will bring you a 
liberal sample for clinical use. 


SAL HEPATICA 


MEMO to my assist- 
ant: Send to Bristol- 
Myers, 75-G West 
St., New York City, 
for a professional 
sample of Sal He- 
patica (Gratis). 








February, 1934 








SAFE 
TREATMENT 





When you prescribe treatment with a 
warm medicated vapor, specify DeVilbiss 
Electric Steam Vaporizer No. 42. Patients 
may sleep safely while the vaporizer is in 
operation, as the current shuts off auto- 
matically after water has been evapo- 
rated. Operation is economical, consum- 
ing no more current than a 100 watt 
lamp when used with average city water. 
The medicament is in separate chamber 
and does not come in contact with elec- 
trodes, eliminating fouling of electrodes 
and jar. You can prescribe and recom- 
mend the DeVilbiss Electric Steam 
Vaporizer No. 42 with every assurance of 
safety and satisfactory results. 


DeVilbiss 


The DeVilbiss Company, Toledo, Ohio, headquarters 
for atomizers and vaporizers for professional 
and home use 
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High-Citrus Diet Reduces 
Gingivitis 83%, Caries 57% 








" 
‘ Results of 342-Y ear Clinical Study of 440 Children 
FIRST YEAR SECOND YEAR THIRD YEAR 
Standard Diet Added Citrus Fruit Standard Diet 
GINGIVITIS, Incidence 74.9% 12.4% 60.3% 
q DENTAL CARIES, Incidence 78.0% 33.7% 83.4% : 








Results of Conclusive Clinical Nutritional 
Study Announced to the Professions 
in Exhaustive Monograph —with 
Natural-Color Photographs 


INGIVITIS was reduced more than four-fifths 

and dental caries more than one-half by add- 
ing a pint of fresh orange juice and the juice of a 
lemon to the individual diets of a large group 
of children who had been receiving a diet at least 
as good as that of the average American child. 


These results were announced at the conclusion 
of a 34-year study of 440 children at Mooseheart 
by The Sprague Memorial Institute, University of 
Chicago. They are published in “Diet and Dental 
Health” (University of Chicago Press). 


Diets Described 
The standard diet (see table) included a quart of 
milk, 14 ounces of butter, a pound of vegetables, 
44 pound of fruit and nearly one egg a day. 


During the second period this daily diet was sup- 
plemented with two full-sized (8 oz.) glasses of fresh 
orange juice with the juice of half a lemon added. 


During the third period the amount of fresh 
orange juice was reduced to three ounces a day. 
Dental disorders tended to reappear in their for- 
mer intensity. Three ounces did not suffice. 


Preliminary dental studies indicated the value of 
citrus fruits in the adequate diet. So the California 
Fruit Growers Exchange agreed to furnish fruit and 





ag California Fruit Growers Exchange 


¢=~!| Sunkist Oranges-Lemons-Grapefruit 





additional funds to guarantee completion of the 
work on an amplified scale. The Exchange also sup- 
plied color plates for the monograph, permitting 
the Special Advance ($1) Edition to contain the 
identical illustrations of the regular $4 edition. 


Physicians: Send For Book 


Physicians and Nutritionists, as well as Dentists, 
will find much of the clinical material in “Diet and 
Dental Health” directed to them. Tables give pre- 
cise data, such as serum calcium, oral bacteriology, 
etc., on the children. This permits correlations for 
various purposes. The Mooseheart research is easily 
the most comprehensive clinical nutritional study 
of children on record. The offer of monographs at 
the advance sale price of one dollar expires March 1, 
1934. An early return of the coupon and remittance 
is urged. 


FINAL OFFER AT *I 


PRICE ADVANCES TO $4 ON MARCH Ist 


Copr., 1934, California Fruit Growers Exchange 





300 pages, including 
48 pages of illustration 
chiefly in actual color. 
Special pre-publication 
offer . . . $1.00 per copy. 
| UNIVERSITY OF CHICAGO PRESS, Div. 202-M 
5750 Ellis Avenue, Chicago, Illinois 








Ship immediately ——copies “Diet and Dental Health,” 
at the pre-publication price of ONE DOLLAR per Copy. 
I enclose 0 money order, 0 check, O currency. 





Street. =e 





| 
| 
' 
| 
Name. | 
| 
| 
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THE IDEAL LAXATIVE FOR CHRONIC CONSTIPATION 
Careful experiments show that the swelling power of SARAKA 
is many times as great as other bulk producing materials, such 
as psyllium seed and agar-agar. 
SARAKA contains a small amount of cortex frangula and acts 


as a stimulus to the intestines. The combination of the swelling 
power and this stimulus results in bulk plus motility so 
necessary for the production of a physiological action of the 
bowels. Ask for your sample. 


SARAKA is made in the United States by 


SCHERING CORPORATION." Ee 


YRIGHT, 1934, BY SC 2 
’ ’ CHERING CORP., N. ¥. TRADE MARKS REG. U. S. PAT. OFF 
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Dual Zoalite 


Model Z-15 








DECADES OF EXPERIENCE ENDORSE 


Vr Rsclane 


AS AN ANTISEPTIC INHALANT 


For over 50 years physicians have prescribed theVapo- 
Cresolene principle of inhalation as an effective means 
of treating certain respiratory affections. These cres- 
ols of coal tar, antiseptic, yet harmless when vapor- 
ized, relieve paroxysmal cough and dyspnea as in 
Whooping Cough, Catarrhal Croup, and Bronchial 
Asthma, Cough in Bronch ia and the bron- 
chial symptoms of Scarlet Fever and Measles. 





The Vapo-Cresolene method of vaporization, using 
either Lamp-Type or New Electric Vaporizer, is par- 
ticularly adapted to treating bronchial infections in 
very young children. Laboratory tests under £, 
sick room conditions show these vapors to 

be destructive to pathogenic bacteria. 


Write for special offer to physicians 
and important new treatise, 


for every 
treatment 
condition 
where infra-red 
radiation is 
indicated 


Two remarkably efficient units on a 
single base. New localizing unit 
draws only 75 watts of current—pro- of 
vides penetrating infra-red heat 
evenly over 344 inch area at 8 to 12 
inches. Avoids heating entire head 
when treating the ear or other 
localized areas about the head. 

For general application of infra-red, 
the greatly improved 475 watt unit is 
instantly available. 

Outstanding features include single 
bar generators, double-wall reflectors, 
rugged construction, attractive finish 
—plus instant control of scientifically 
generated infra-red. 


The Burdick Dual Zoalite assures the 
physician, specialist and _ institution 
most gratifying results in the treat- 
ment of every encountered condition 
where heat is indicated. 












LAMP-TYPE 
VAPORIZER 


“Effective Inhalation Therapy”. 


VAPO-CRESOLENE CO. 
62 Cortlandt Stree, Vept. t 





For Complete List of 





Advantages, Write 


THE BURDICK CORPORATION 
New York, N. Y. | Dept. 60 


Milton, Wisconsin 











The Technique of Dr. P. F. Kani | 


Shrinks Turbinates and Reduces Nasal Edema 


Without Tissue Destruction 


At the A.O.A. Convention in Milwaukee, July, 1933, Dr. P. F. Kani, Omaha, 
Nebraska, presented a paper entitled, “Reducing Turbinates and Edema of 
the Nose Without Destroying Anatomy”. Dr. Kani has devised a unique set 


of three zinc electrodes for reducing hypertrophied turbinates and edema of | MEATUS” 
nasal passages without tissue destruction. The technique involves application / 
of the diathermy current at a strength just under that of electrocoagulation. SPHENOIDAL 
This brings quick dehydration of edematous areas. Such special electrodes are Panetta 


designed especially for this work and being made of zinc may be bent to any spe 


shape to conform to the nasal structure. 


The Kani technique, following medical diathermy to the nasal passages and 
















ORIFICE 
OF THE 

EUSTACHIAN 
TUBE 











BRIEF SUMMARY OF KANI TECHNIQUE 


sinuses with the Waddington Bifurcated Nasal Electrode, will enable real Following diathermy with Waddington Electrode, irrigate 


nasal passages with 2% Alkalol. Place 4”x5” block tin 


results in treating those cases not readily amenable to other forms of treat- {iccirode om skim between shoulder blades. Attach to one 


ment. All that you need is a set of three Kani Turbinate Electrodes at $5.00, 


terminal of diathermy unit. Attach to other terminal a cord 


the Waddington Bifurcated Nasal Electrode at $3.75, and a good, powerful "4 coagulation handle into which is inserted Kani Turbinate 


diathermy unit. 


FREE: A reprint of Dr. Kani’s paper outlining his full technique 
will be sent free to all who request it. Use the coupon! 


— 


Dr. Waddington’s Bifurcated Nasal Electrode is designed for general diathermic treatment 
of the nose and frontal and maxillary sinuses. Use 3”x4” block tin electrode applied with 
bandage to forehead. Have good contact. Connect to good ground such as water-pipe 
or radiator. Connect Waddington Electrode to one d’Arsonval terminal of diathermy unit 
and insert in nares with firm contact. Apply current to patient's tolerance—ten to twenty 
minutes. This treatment requires a rather powerful diathermy machine. Electrode only, 
$3.75. 


235 No. California Ave. 
CHICAGO, ILLINOIS 


CTRICAL CORPORA] eee 














Electrode, shaped according to portion of nasal passage to 
be treated. Topical anesthesia 2% Nupercaine to area—three 
or four applications. With electrode in position apply dia- 
thermy current, using footswitch, to patient’s tolerance—two 
to five seconds, one side only. Repeat in one to two weeks 
for other side. Two or three treatments required for each 
side. Price, $5.00. 


Gentlemen: A.0.A.—2-34 
I enclose $ —____.. Send me: 

C) Set of three Kani Turbinate Electrodes.............. $5.00 

) Waddington’s Bifurcated Nasal Electrode............ 3.75 


(0 Send reprint of Dr. Kani’s paper and also Dr. 
Waddington’s nasal technique. 
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Endocrine 


Food Co., 
Union City, N. J. 


Please send 
without cost: 


O) Chart—“Osteopathic 
Endocrine Centers” 


C1) Book—“Endocrines in 
Osteopathy” 


C) Direct-to-Patient order plan 


ok 
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The Role 
of the Endocrines 


When endocrine impairment is indicated, the use of endocrine 
substances in association with enzymes is proving of valuable 
assistance as supplemental therapy to osteopathy. 


Endocrine Foods—(male and female cycles)—are unique in 
that the formulas contain the associated gland substances to- 


gether with the activating enzymes. 


Associated glandular substances are fed as a catalyzing food— 
increasing catalytically cell concentration and velocity of reac- 


tion—conversion of matter into energy. 


Metabolic imbalance is usually the expression of long contin- 
ued auto-toxic or depressing influences, and restoration cannot 
be immediate ; but patient application over a reasonable period 
will prove not only effective but enduring in results. 


Se 8. 2, 
FoeforforforforfooforfoooctoofoofoofeolocfocfoooctooteolooLeolocloolestoctecectocteceotectectectocfectectoofoclecdocfecbec¥echectocte.t..0..9. 9.9.00 0 0c eee 
pall i ke a he he he i ee ie is ee se ss 


In metabolic disorders what therapy could be more effective 
than supplementing your treatment with these Endocrine 


Cycle Foods: 


Male Cycle Fm. 100—Endocrine Fatigue 

Female Cycle Fm. 200—Ovarian Dysfunction 

Hepatic Cycle Fm. 300—Liver Dysfunction 

Enzydyn (Digestive Enzymes)—Gastro-Intestinal Disorders 


Through our Direct-to-Patient Service your patient will re- 
ceive absolutely fresh and potent endocrine food products at 


a reasonable cost. Send today for a book of self-addressed 


ecfediadle ede dde Be deded.t,.2..2. tS. 2.2.32 8 2 8 6 6 6 6 oo oe 
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order post cards. 


Endocrine Food Co. 


Union City, New Jersey 
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The Spinal Mechanics in Scoliosis * 


Russet R,. PECKHAM 


Late of the Chicago College of Osteopathy 


The subject material of this paper has to do 
with the mechanical problem which underlies the 
development of the typical scoliotic spine. There is 
no discussion of constitutional diatheses which have 
a bearing upon the condition, nor other pathological 
conditions which may occur in conjunction with it. 
Some statements of fact defining the relationships 
of the vertebrae involved in the curves, and some 
statements concerning the general physiological be- 
havior of the spine in general throw much light up- 
on this problem. 

Osteopathic literature contains many state- 
ments relative to the movements which are normal- 
ly possible to intervertebral articulations. It is pre- 
sumed that little new information will be added by 
this paper. Various explanations have been made 
as to the physics involved in intervertebral move- 
ment, some of which are undoubtedly accurate. It 
will be impossible to give a complete discussion of 
all of these explanations. It is more practical to 
describe as briefly as possible such phenomena as 
have the most direct bearing upon the problem, 
permitting the application of the various theories 
and explanations to arise directly therefrom. 


NORMAL OR PHYSIOLOGICAL MOVEMENTS OF THE SPINE 

The principles of the physiological movements 
of the spine, as herein expressed, were enunciated 
several years ago by H. H. Fryette. Since their 
pronouncement, very excellent work has been con- 
tributed by C. H. Morris, W. A. Schwab, R. N. 
MacBain and many others. No controversion of the 
basic ideas has occurred; nor does it seem probable, 
at this time, that any major difference in viewpoint 
is likely to arise. These principles are substantially 
as follows: 

1. Any region of the spine may be forward 
bent or backward bent from the center of its physi- 
ological range of movement. 

2. Any region of the spine may be side-bent 
from its center range of movement but such side- 
bending will include a complement of rotation. 


3. Any region of the spine may be rotated 





*Delivered before the 37th A.O.A. Convention, Milwaukee 1933. 


but such rotation will include a complement of side- 
bending. 

4. When any region of the spine is in a posi- 
tion of forward or backward bending from its cen- 
ter of rotation, if side-bending and rotation are 
added, the body of the vertebra will rotate toward 
that side to which side-bending has been made. 
Thus rotation of the vertebral body and side-bend- 
ing occur toward the same side. As an illustration: 
if the thoracic region is bent backward and sidc- 
bent toward the right, the bodies of the vertebrae 
will rotate toward the right. The spinal processes 
will move toward the left at each joint. From this, 
two points may be concluded: (a) Movement of 
the vertebral bodies is toward the concavity (right) 
produced by the side-bending; and (b) since the 
spinous process moves toward the opposite side 
(left) it is obvious that the axis of rotation for that 
vertebra lies somewhere within the total vertebra. 
This phenomenon is representative of the usual po- 
sition of single spinal rotation types of lesion. 


5. The following statement has to do spe- 
cifically with the problem under discussion in this 
paper. If region of the spine in normal postural 
position (each articulation being approximately in 
the center of its different ranges of movement) is 
side-bent to the right the bodies of the vertebrae 
move away from the concavity (toward the left). 
From this statement, one essential point must be 
noted. Rotation of the body of a given vertebra 
in this region is toward the convexity of the side- 
bending. Rotation occurs in the direction opposite 
from the side-bending. The whole vertebra moves 
somewhat toward the convexity and since the body 
of the vertebra moves further in this direction than 
the spinous process, it is seen that the rotation 
takes place around an axis somewhere posterior to 
the vertebra. 


There has been much discussion concerning 
the point around which rotation occurs. There are 
students of technic who believe that rotation always 
occurs around some point within the extreme limits 
of the vertebra as a whole. Some state that rota- 
tion always occurs around one facet articulation. 
Others state that the center of the disk represents 
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the approximate center or axis of rotation. It is 
quite probable that there are instances in which 
each of the statements is true. That they are oc- 
casionally true does not imply that they are always 
true. The types of movements possible to a verte- 
bral joint are certainly more complex than is 
generally stated. It is quite possible that a deter- 
mination to describe their movements completely 
in a few words has handicapped the growth of com- 
prehension of the study. 


STATEMENT OF PRINCIPLES 


Longer investigation has developed many de- 
tails of fact which are gradually being classified or 
compressed into comparatively simple statements of 
principle, principles which permit of much wider 
application and exposition. 


It is well understood that there are many stu- 
dents of technic whose opinions are at variance with 
the statement that in this movement type, rotation 
occurs around a point located somewhere posterior 
to the whole vertebra. This does not detract from 
the accuracy of the statement and it is anxiously 
hoped this exposition will be of sufficient clarity to 
overcome some misunderstanding relative thereto. 
There are certain unequivocal proofs which estab- 
lish this point. Only two need be used. It is neces- 
sary only to show that the movement of the bodies 
of the vertebrae in such a region are actually toward 
the convexity of the side-bend. Typical curvatures 
occurring in cadaveric specimens are the most read- 
ily seen and understood. Examination of these 
vertebral columns from the posterior body wall 
shows some lateral deviations of spinous processes. 
These deviations occurring in a group demonstrates 
the general lateral movement of the curve. Ex- 
amination of the same spinal regions anteriorly 
shows a curvature of the bodies toward the same 
side but very much exaggerated by comparison, 
with the degree of lateral curve apparent poster- 
iorly. This characteristic change is alone complete 
proof of the earlier statement with reference to the 
type of vertebral rotation which takes place in typ- 
ical scoliotic displacement. 


It has been thought by some that x-ray findings 
do not support this viewpoint, but roentgen plates 
of these cadaveric specimens shown at this conven- 
tion support the hypothesis. 


From these plates it is seen that the vertebrae 
in the region of the curve have moved toward the 
convexity. Examination shows that the spinous 
processes have moved toward the convexity. Ob- 
servation of the position of the bodies brings out 
the essential point in question, since the movement 
of the bodies is relatively greater than that of the 
spines. The extreme outer margin of the curve 
shows the outline of the bodies. 


This association of rotation and side-bending 
in which the body of the vertebra moves toward the 
convexity is, generally speaking, peculiar to scoli- 
otic curves. Here again there is much divergence 
of opinion, and it is possible that such displacement 
does occur singly. Single articulations so involved 
are certainly not common and it has been held by 
many that these are primarily deformities. Addi- 
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tional information is doubtless necessary to verify 
either viewpoint. 


It is important that sequence of rotation and 
side-bending in connection with the behavior of 
normal spines be explained, in order that curvatures 
be definitely related to the occasion of their occur- 
rence. 


If a normal, healthy individual be stood upright 
and the feet placed on an uneven base, the result 
is an elevation of one acetabulum. An x-ray plate 
of such a person standing, demonstrates the typical 
change in intervertebral relationship shown in these 
scoliotic curves. From this it may be concluded 
that the positional change characteristic of scoliosis 
is the normal and easy adaptive mechanism in re- 
sponse to inequalities of the lateral plane of the base 
of support. Further, it has been shown clinically 
that many early scolioses have a tendency to re- 
cover when the base of support is equalized. 


The base of support need not necessarily be a 
disturbance in leg length nor result from sacral 
twist, but any other condition which fixes an artic- 
ulation outside its center of normal ranges of move- 
ment may be sufficient to produce an inequality in 
the base from that point upward. It is possible that 
bad lesion displacements rank first as etiologic fac- 
tors in the beginning of scoliotic changes. 


The x-ray plates shown at this convention were 
taken as described for the purpose of demonstrating 
this change in a normal spine. The plates are taken 
of a healthy female aged 27 years, in standing po- 
sition. The first shows the erect spinal column 
with the feet placed on a level base. The second 
shows the same spinal column with a lift of two 
inches placed under one foot. 


The second plate demonstrates the character- 
istic changes to be seen in the plates of the actual, 
fixed scoliosis, shown in the earlier series. 


It is important to note that the latter change 
in position occurs in response to a disturbance in 
base level. Rotation of the type described is a 
complementary movement to the adaptation in side- 
bending. 


Rotation of the spine does not induce side- 
bending of this type, but side-bending in easy, pos- 
tural position does induce rotation of this type. In 
this point there is much of value in comprehension 
of the basis of treatment. To this matter attention 
will be given in later paragraphs. 


THE INTERVERTEBRAL DISK 


One anatomical consideration deserves special 
attention. The structure of the intervertebral disk 
accounts, to a considerable degree, for the readiness 
with which this change occurs. 


The intervertebral disk consists of a central 
semi-fluid mass, the nucleus pulposus, and an en- 
circling fibrous mass, the annulus fibrosis. The 
annulus fibrosis is closely adherent to the margins 
of the vertebral body. The osseous surface pre- 
sented to the nucleus pulposus is normally com- 
posed of hyaline cartilage. The most interesting 
factors are found in a study of the substance of the 
annulus fibrosis. The annulus fibrosis consists of 
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two types of fibrous material, yellow elastic, which 
predominates around the fluid center, and white 
fibrous, which predominates in the external part. 
This mass of fibrous material is closely interlaced 
throughout, encircling the fluid in all directions, 
gaining firm attachment to the vertebral bodies. 
These two types of fibrous material are basically 
different in their functional capacities and in the 
service which they afford. 


YELLOW ELASTIC FIBROUS MATERIAL 


Yellow elastic fibrous material is precisely what 
its name indicates, having an elastic capacity of 
high degree. Its fibers are applied to the outer sur- 
face of the nucleus pulposus, each one adding to 
the “innerface” pressure. The principle involved 
in the development of the pressure against the 
central fluid mass is used in the production of some 
golf balls. A central core is wound with elastic 
rubber bands under tension. Each successive wind- 
ing adds just that much more pressure upon the 
central core. The ultimate “innerface” pressure 
is equal to the pressure of the individual strand 
times the number of strands surrounding the core. 
In fact, the earlier golf balls actually contained a 
central fluid mass. 


If one takes a long, slender rubber band, and 
starts winding it around a finger, the first strand 
encircling the finger causes no circulatory embar- 
rassment. Each succeeding winding adds an equal 
pressure with the first. A very few windings ac- 
complish venous stasis, and a few more obstruct 
arterial flow. 


This extremely simple principle is that which 
accounts for the versatility of the intervertebral disk. 
Yellow elastic fibers in great number, varying in 
different regions, enclose the central fluid mass of 
each disk. The sum total of their added elasticities 
performs a nicely balanced function in the healthy 
joint. Sufficient pressure is thus applied to the fluid 
mass of any given disk to give proper support for 
body weight above that joint. Increases in super- 
imposed weight relatively flatten the fluid mass. 
This is possible because as the force upon the fluid 
increases, the elasticity of the yellow elastic en- 
circling mass relaxes in response. It is this quality 
of elasticity which keeps the bodies of the verte- 
bre apart. The distance between the vertebral 
bodies normally varies with spinal movements. In- 
crease in superimposed weight at any articulation 
flattens the disk through extension of elastic tissue. 
Like other elastic mediums, each increase in the 
stretch distance increases the amount of force re- 
quired to cause the stretching. Thus the disk au- 
tomatically meets the demands put upon it. It 
changes shape somewhat with readiness. Greater 
and greater changes in its shape require greater 
and greater forces. 


It is also this quality of elasticity which quite 
readily permits a change in the planes of the sur- 
faces of the opposed vertebral bodies. Changes 
in the positions between vertebre always include 
changes in the surface plane relationship of the 
bodies. For example, the bodies become tilted, 
move laterally or anteroposteriorly one upon an- 
other as the adaptation required of them demands. 
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The change in relationship of the bodies is usually 
a combination of two or more of these or other 
movements. 


At any rate, it is obvious that such a mechan- 
ism as the disk would permit a change in relation- 
ship in vertebral bodies in response to force, and 
that the change occurring would be in that direc- 
tion required by the force. It has often been said 
that in the type of displacement under discussion, 
the bodies “crawl out from beneath the load”. The 
statement is descriptive and accurate if restated to 
read that the “nucleus pulposus crawls out from 
beneath the load as the elastic sac gives way in 
response to an unequal increase in pressure”. Thus, 
as the spine is side-bent, the pressure increases on 
that side of the nucleus pulposus nearest the con- 
cavity of the side-bend, and the volume of the fluid 
is thrown against the capsule of the opposite side 
(convexity), with the resultant stretch of the elastic 
restraining substance. The quite obvious displace- 
ment of the bodies and disks toward the convexity 
of such a curve readily accounts for the origin of 
the statement that the bodies tend to “crawl out 
from beneath the superimposed load”. 


WHITE FIBROUS MATERIAL 


In this displacement of body and disk, a point 
is reached where a restraining substance prevents 
further displacement. Normally the restraining fac- 
tor is the outer white fibrous substance of the in- 
tervertebral disk. In contrast with yellow elastic 
fibrous material, white fibrous material is charac- 
teristic in its inelasticity. Its predominant charac- 
teristic is its great tensile capacity. While the 
elastic fibrous material surrounding the nucleus 
pulposus affords the articulation great adaptability, 
the outer white fibrous ring furnishes it with pro- 
tection from too great displacement. These two 
factors represent the particular advantages of these 
two types of fibrous material. Yellow elastic fibrous 
material permits adaptation; white fibrous material 
furnishes final support and protection from extreme 
displacement. A study of the intervertebral disk 
readily suggests the probability of the occurrence 
of a type of displacement which is characteristic 
of scoliosis, and, in fact, demonstrates the neces- 
sity for it. 


In a well established scoliosis it is usual for a 
considerable change in structure of the disk to have 
occurred, and in many the vertebral bodies them- 
selves display some deformity. It has been unfor- 
tunate that so much emphasis has been placed upon 
the deformity in a consideration of scoliosis, and 
that so little emphasis and thought has been given 
to the basic physiologic process which characterizes 
the occurrence of the curve. From these studies 
should come the direction of treatment. 


TREATMENT 


Some general conclusions concerning treatment 
may be safely drawn from these facts and findings. 
Treatment must include two basic purposes. 1. Ade- 
quate change must be made in the base of support 
to relieve the demand for postural adaptation which 
underlies the beginning of the displacement. The 
factor which required the side-bending fault in the 
curve must be removed. 2. The second factor re- 
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quires much greater understanding of spinal physi- 
ology. Treatment should be specifically directed 
at rotation. 


It is quite obvious that rotation is an occur- 
rence which takes place physiologically as a com- 
plementary movement in conjunction with side- 
bending. It is also obvious that side-bending of the 
spine toward the convexity in easy postural position 
includes this peculiar type of rotation because of 
the physiological possibilities inherent in the inter- 
vertebral disk. 


All of these changes in the beginning are de- 
pendent upon the presence of a disk in which these 
capacities of elasticity are present. In the field of 
treatment the operator is dealing with a series of 
intervertebral disks in which time and low grade in- 
flammatory processes have impaired these normal 
capacities in degree. The capsule of the fluid mass, 
the annulus fibrosus, may have become relatively 
less elastic because of the advent of pathological 
white fibrous deposits, cicatrix, scar tissue, or what- 
ever name best denominates it. The elastic ma- 
terial may have become deprived of some degree 
of its elastic power. The fluid mass within may have 
decreased in amount or increased in density. 


Of greater importance than any of these is the 
fact that the new deposits of fibrous material which 
have accumulated are not symmetrically placed 
throughout the disk substance. On the side of the 
concavity the disk substance is actually shorter 
through gradual contraction. On the convexity 
the elasticity of the containing elastic capsule for 
the fluid is no longer capable of bringing the central 
fluid mass into its original globular shape. The 
elasticity is inadequate to overcome the tissue 
restraints which tend to limit movement in the sub- 
stance of the disk. 


Were it not for the changes noted above and 
others of like kind elsewhere in the periarticular 
tissues, correction of scoliosis could probably be 
accomplished by simply recovering a level base of 
support. Operators experienced in the treatment of 
curvature are well aware that most curvatures do 
not recover with this re-establishment of a proper 
base. It is toward the secondary mechanism that 
these remarks have been directed. 


It has been earlier stated, during the discus- 
sion of the physiology of the occurrence of scoliosis, 
that although side-bending in easy postural position 
does bring about this typical rotation, the converse 
is not true. That is, rotation does not necessarily 
produce the typical scoliotic side-bending. 


This fact has an important bearing upon treat- 
ment, since it points out that simply taking heed of 
the side-bending factor should not be expected to 
overcome the rotation factor. 


From this it follows that especial attention 
must be directly given to the necessity for de-rota- 
tion by itself and for itself if any appreciable per- 
manency of results is to be expected. 


With these thoughts in mind, and having re- 
viewed considerable literature on the subject, and 
having observed the procedures of several orthope- 
dists who have devoted much thought to the prob- 
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lem, it seems fair to suggest that too little atten- 
tion has been given to the necessity for de-rotation 
as a principal factor in treatment, and that too 
much attention, by comparison, has been given to 
bringing about vertical alignment of the spine. 


This is probably true of all the different gen- 
eral classes of treatment procedures, including ex- 
ercises, corrective manipulation, casts, and other 
fixation methods. Current literature pertaining to 
this subject strikingly emphasizes the general lack 
of understanding of the purposes to which treat- 
ment procedures are directed. 


SUMMARY 


There is much corollary information of great 
value pertinent to this subject. This includes the 
neuromuscular mechanics of intrasegmental and 
intersegmental reflexes which govern and codrdi- 
nate the movements in intervertebral joints; habit 
posture; occupational posture; constitutional dia- 
theses ; anomalous formations; pathological deform- 
ities; deformities occurring in the spine, ribs, and 
pelvis, coincident with or the result of the scoliosis, 
etc. None of these have received deserved atten- 
tion, Neither has it been possible specifically to dis- 
cuss treatment methods or procedures. 


An attempt has been made (1) to define as 
briefly as possible the physiologic mechanism from 
which scoliosis is an outgrowth, (2) to describe 
briefly the characteristic change in position of one 


vertebra with another in scoliosis, (3) to show the 


intervertebral disk mechanism which permits and 
directs the displacement, and (4) to point out the 
two basic factors essential to the treatment plan, 
and (5) to show their representative relations to 
the occurrence and recovery of the positional faults 
peculiar to scoliosis. 





Management of the Menopause* 


C. B. BLAKEsLEE, D.O. 
Indianapolis 


The menopause is a normal physiological con- 
dition developing in women between the ages of 
thirty-two and fifty. It is characterized by a cessa- 
tion of, or by an irregularity in menstruation, hot 
flashes and evidence of slight instability of the 
nervous system. There is an evident macroscopic 
and microscopic change in the pelvic organs. Mac- 
roscopically, the uterus and ovaries gradually 
decrease in size until, at the end of several years 
and under normal circumstances, they are about 
half their original size. A microscopic examination 
shows that the muscular and glandular tissues have 
been replaced by fat cells and fibrous tissue. With 
such a marked tissue change, we can readily ap- 
preciate why there has to be a compensatory 
adjustment in general physiology. Under normal 
conditions, these adjustments occur with little dis- 
turbance. 


Since at this period in life many physical 
weaknesses, constitutional diseases, and malig- 





*Delivered at the 37th A.O.A. Convention, Milwaukee, 1933. 
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nancies may become evident, it is important that 
all women entering the menopause have a thor- 
ough examination. This should include a family 
history, a history of the patient’s previous life, and 
a detailed report of her present life. The physical 
examination should include the teeth, nose, throat 
and sinuses, heart, lungs, gastro-intestinal tract, 
genito-urinary tract and nervous system; there 
should also be an examination of the skeletal and 
muscular tissues. The blood pressure should be 
taken, since if hypertension is present and allowed 
to continue, it will produce permanent pathological 
changes in the heart and blood vessels. A com- 
plete laboratory examination should be made, and 
should include a chemical and microscopic urinaly- 
sis, a blood count and hemoglobin estimate, a differ- 
ential leukocyte count, a blood chemistry analysis 
and, when indicated, blood and spinal Wassermann 
tests. 

A careful digital examination and inspection 
of the pelvic organs must be made in all cases. In 
making the digital examination, any enlargement 
in the ovaries, fundus of the uterus or cervix which 
may indicate the development of a neoplasm should 
be found. By this method we can determine the 
size, shape and position of the uterus and estimate 
fairly accurately the tone of the ligaments and 
muscles supporting the pelvic structures. We can 
also detect the presence of cervical lacerations, 
perineal lacerations, cystocele, rectocele and proci- 
dentia. In inspection of the external genitals, 
vaginal tract and cervix, we are interested in the 
general appearance of the mucous membrane in 
detecting ulcers and glandular enlargement. 


MALIGNANCIES 


It is during this period in life that malignancies 
most often develop in the mammary glands, ovaries 
or uterus. Profuse and prolonged menstruation, 
or hemorrhage between menstrual periods are 
suspicious symptoms of beginning carcinoma of 
the cervix or of a fibroid tumor in the uterus. A 
persistent leukorrheal discharge should be exam- 
ined microscopically to determine whether or not 
bacteria is present. This discharge may be caused 
by malposition of the uterus and infection or ul- 
ceration of a lacerated cervix. 


Tumors in the mammary glands should be 
regarded with suspicion. Statistics show that 85 
per cent of all such tumors eventually become 
malignant. Since there is comparatively little dan- 
ger in the removal of these tumors, the wise phy- 
sician considers them malignant until by a micro- 
scopic examination they are proved otherwise. 


Persistent low backache may be caused by sev- 
eral conditions; these include interosseous lesions, 
uterine or ovarian tumors, metritis, cervicitis, dis- 
placements of the uterus, hemorrhoids, rectal 
fissures, arthritis, broken arches, or acquired or con- 
genital short leg. Secondary anemia may be indi- 
cated by daily headache, which appears early in the 
morning but later wears off, lassitude, exhaustion, 
or aching in the extremities. 


Thyroid disease often makes its appearance at 
about this time in life. Rapid heart rate, high 
systolic blood pressure and high pulse pressure 
may indicate thyroid disturbance. A metabolism 


MANAGEMENT OF THE MENOPAUSE—BLAKESLEE 


239 


test is a fairly accurate method of determining the 
presence of hypo- or hyperthyroidism. 


Osteopathic manipulative treatment can, by 
stimulating circulation to the ovaries and pelvic 
organs, lessen the severity and frequency of the hot 
flashes which annoy most women during the 
menopause. Manipulation to relax spinal muscles 
thoroughly will aid in normalizing circulation to 
the central nervous system and will relieve nerv- 
ousness. The correction of interosseous lesions of 
the tenth and eleventh thoracic vertebre may in- 
crease the activity of the ovaries to such an extent 
that hot flashes and nervousness are entirely 
relieved. An improper balance in the activity of 
the ductless glands may produce various symptoms 
of a disturbed nervous system. In cases which do 
not respond to manipulative treatment and in which 
the symptoms are severe, ovarian extract may be 
administered orally or hypodermatically with good 
results. 


UTERINE DISPLACEMENTS 


_ The correction of uterine displacements will 
relieve many irritating and aggravating symptoms, 
including vertex and occipital headaches, extreme 
nervous tension and backache. The knee-chest 
position and daily exercises to increase muscle 
tone in the abdominal and pelvic structures will 
aid in maintaining the correct position of the 
uterus, and will also minimize tendency toward 
adipose tissue development. Systematic daily exer- 
cise will also help to maintain normal body func- 
tion. Care should be taken to see that the patient 
is given a well-balanced diet; in particular, the 
amount of carbohydrates should be limited. The 
vitamins and minerals obtained from fresh vege- 
tables and fruits are beneficial. 


Perineal lacerations must be repaired because 
their existence allows the development, if they are 
not already present, of procidentia, cystocele or 
rectocele. Where the damage to the perineum is 
not extensive and yet limits support, carefully di- 
rected exercise may develop the tone of the pelvic 
tissues sufficiently that a perineorrhaphy will not 
be necessary. Cervical lacerations often produce 
symptoms which cause considerable reflex irrita- 
tion to the central nervous system. A 2 per cent 
silver nitrate solution applied to ulcers of the cer- 
vix, at from five to seven day intervals, may clear 
up this source of irritation. In cases of persistent 
cervicitis due to laceration, it may be necessary 
to use electric cautery or 25 per cent sulphuric 
acid solution to cauterize the cervix. When this 
ulceration recurs persistently, it is advisable, since 
this is the location where primary carcinoma is 
most apt to appear, to do an amputation of the 
cervix. 


If uterine fibroid tumors are small they may 
have little effect. When their presence has been 
detected, however, they should be examined at 
frequent intervals to determine the rapidity of their 
growth. If fibroids in the uterus are allowed to 
become adherent to surrounding structures, their 
removal is accompanied by grave danger. The 
inoperable cases which are producing aggravating 
symptoms, such as hemorrhage and pressure, can 
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in many instances be reduced by roentgen ray 
treatment. 

Persistent homorrhage which occurs at the 
time of regular menstruation or which develops 
between periods, when caused by thick induration 
of the endometrium, endocervicitis or uterine 
polyps, may be relieved by a curettement. When 
this condition is caused by an enlarged and relaxed 
condition of the uterine musculature, and the en- 
dometrium is friable, a few properly applied roent- 
gen ray treatments may give excellent results. 
It is not uncommon to find hemorrhages of the 
uterus that have come as a result of lesions in the 
lower dorsal or sacral regions of the spine and 
to obtain complete relief from the symptoms by 
a normalization of these structures. 

In cases where primary malignant disease is 
detected in the pelvic organs, it is always advisable, 
if the condition is operable, to resort to surgery 
at as early a date as possible. The symptomatol- 
ogy and appearance of primary carcinoma in the 
cervix are such that this condition can be detected 
in the early stages if the case history has been 
carefully taken and the examination properly 
made. Surgical treatment before metastasis occurs 
will save the lives of many patients who would 
otherwise be lost. 
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Due to the instability of the nervous system, 
the woman going through the menopause is more 
than ordinarily susceptible to irritations which may 
occur as a result of unhappy conditions in her home 
life. Unruly children and financial worries often 
increase nerve tension. Therapeutic measures to 
relieve nervousness and irritability should take 
these facts into consideration. 


Mental symptoms such as extreme nervous- 
ness, hallucinations, delusions, melancholia and in- 
somnia may often be relieved if irritations of the 
pelvic organs are eliminated. When these mental 
symptoms persist, it is always advisable to make 
Wassermann tests of the blood and spinal fluid. 


During the menopause, all symptoms should 
be traced to their causes. The so-called “change 
of life” should not be considered responsible for 
definite symptomatology of pathological condi- 
tions which, if not properly treated in the early 
stages, may cost the patient her life. 


The osteopathic physician can, by normalizing 
structure, aid nature in adjusting physiological 
activities to tissue changes which normally occur 


during the menopause. 
1000 Kahn Building. 


Asthma and Associated Pathology in Children* 


C. Paut Snyper, D.O. 


Philadelphia 


It is not our idea to discuss, in this paper, all 
the conflicting theories concerning asthma in chil- 
dren, but rather to consider the more potent factors 
as we have encountered them in treatment of this 
disease. 

In adults, asthma is primarily a toxemia. In 
children it almost invariably results from a nasal 
lesion superimposed on a constitutional irregular- 
ity, and it is this combination that we propose to 
deal with in this paper. 

First, we wish to discuss a few facts relating 
to systemic conditions: 

The bronchospasm in asthma is not a local 
tissue reaction; it is a reflex phenomenon involving 
certain portions of the nervous system. Therefore 
it is important to recognize that the patient is 
asthmatic before the bronchospasm is reached. This 
pre-asthmatic stage has characteristic symptoms 
such as: (1) a general washed out appearance of 
the child’s skin (this is no doubt due to exhaustion 
of the adrenals from long toxicosis) ; (2) there may 
be present eczema, erythema, food or other sensi- 
tizations; (3) the child may have a condition of 
hyperesthetic rhinitis or hay fever. 

We must recognize the fact that a broncho- 


*Delivered before the 37th A.O.A. Convention, Milwaukee, 1933. 


spasm cannot arise in a child from an abnormal 
general condition; it requires local stimuli. These 
local stimuli may be in the nose. 
ETIOLOGIC FACTORS 

The individual hypersensitiveness of the epi- 
thelial cells of the nose becomes of great value in 
determining the causative factors. Proper consid- 
eration of protein sensitiveness in children as an 
etiologic factor must be had. The principles of al- 
lergy must be given close attention. Inhaled sub- 
stances and food proteins are sufficient to initiate 
the bronchospasm. 

CLASSIFICATION OF ALLERGIC SUBSTANCES 


A—Bacteria and their toxins. 

(1) Limited progress has been made in the 
diagnosis of allergic conditions of asthma by the 
bacterial sensitization tests. We believe they do 
occur as an influence, especially when there is lo- 
calized pus in the nose and when there is an inva- 
sion of both pus and toxins of the lymphatics of 
the deep and superficial chain following from the 
head to the bronchial tubes. Clinical experience 
shows that x-ray reveals enlarged and thickened 
glands in the bronchial regions. , 

(2) We cannot hope to improve the allergic 
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state of the patient with a focus of infection. Thick 
mucus, purulent discharge, scant breathing space, 
sinus disease or any invasion of the upper respira- 
tory tract must be given the utmost consideration 
before success can be attained in either child or 
adult. 


B—Food (Eggs, milk, wheat, and a few vege- 
tables.) 


(1) Many food proteins are injurious to cer- 
tain children and actually start the bronchospasm. 
The child who is sensitive to certain foods will usu- 
ally show it by skin tests. Certain of the reputable 
drug companies will prepare the antigens you wish 
to test, together with full directions and cautions 
for use. 


(2) The use of an eliminating diet’ is of value 
in diagnosing and treating food allergy in children 
who are negative to skin reactions. 


(3) Much ingenuity must be employed in de- 
tecting and correcting sensitizations to food. It is 
a difficult procedure when you consider that such 
foods as milk, wheat, meat and eggs—the body 
builders—are the cause. 


(4) It must be borne in mind that some pa- 
tients are negative to skin tests. 


(5) A diet should be prescribed containing 
foods to which children are generally not sensitive, 
and the questionable foods should be added cau- 
tiously. 


(6) Excess of carbohydrates has much to do 
with asthma, hay fever and laryngismus . 


(7) Close attention must be given to the p® of 
the blood and stools, as well as to undigested fats. 


C—Inhalants (Drugs, dust, powder, pollens, 
and animal emanations.) 


(1) Cooke was one of the first to draw atten- 
tion to dust as a causative factor in asthma. Dust 
must be taken into consideration in over fifty per 
cent of the patients treated. Dust from a room; 
from fur worn by the patient (lynx, fox, etc.) ; from 
feather pillows; from hair of rabbit, dog, cat, cow, 
horse or other animals. 


(2) Inhalants may be classed as seasonal and 
non-seasonal. Seasonal inhalants are pollens of 
trees coming in late winter and early spring months. 
Grasses and weeds are the chief offenders in the 
East, especially ragweed and timothy, both wild 
and domestic. 


(3) Drug sensitization does not have to be 
considered here, but it must be recognzied at times: 
patients living near factories which emit fumes of 
various kinds; the inhalants of cosmetics; the in- 
halants of paints and varnishes. 


(4) There are a certain number of patients who 
are sensitive to heat and cold. An unstable vaso- 
motor system makes an irritant of cold (chilling of 
the skin). This physical agent fires the broncho- 
spasm. 


The above mentioned conditions must be given 
careful consideration. They are the exciting fac- 
tors, but they are not the cause. The filtering sur- 
face of the nose is of utmost importance if we would 
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hope permanently to cure the child of either hay 
fever or asthma or both. Mouth breathing must be 
stopped, or else unwarmed, uncleaned and unmoist- 
ened air goes straight to the lungs where pathologic 
processes are set up. Excessive and infected ade- 
noids may be in evidence. Also infected tonsils. If 
these conditions are present they must be consid- 
ered. 


The area in and around the middle turbinate in 
the nose has been classed the “trigger area.” It 
is this area that must be brought to functional effi- 
ciency. Great advances have been made in treating 
this area that is covered with sensitive neuro-epi- 
thelial cells. 


PATHOLOGY USUALLY FOUND IN NOSE AND 
POSTNASAL AREA 

General examination of the nose: The mucous 
membrane is usually pale and spotted in color. One 
may observe cracks and fissures in the membranes. 
Either hypertrophy or hyperplasia may be present. 
However, hyperplasia is more often present, asso- 
ciated with general chronic catarrhal infection. The 
neuro-epithelial cells fail to function and instead 
of the nose acting as a filtering agent, it acts more 
like a blotter and absorbs directly into the lym- 
phatics, and ultimately into the blood, bacteria irri- 
tants and other impurities which should have been 
rendered innocuous. 


Adhesions commonly exist between the middle 
turbinate and side wall of the septum. They may 
be the result of repeated infections or careless treat- 
ment. Adhesions between the middle turbinate and 
lateral wall prevent drainage from the frontal, an- 
terior ethmoid and maxillary sinuses. A block be- 
tween the middle turbinate and the septum results 
in the formation of a cess pool posterior and supe- 
rior to the former. This cess pool is of the utmost 
importance and must be eliminated if we wish suc- 
cessfully to treat the asthmatic child. Pressure 
contact irritants (such as excessive thickening, un- 
due ridges, spurs, etc.) must be eliminated wher- 
ever found. 

Sinus blockage is more commonly existent in 
either the ethmoids, the maxillaries or the frontals. 
Proper treatment of the middle turbinates and the 
above mentioned adhesions is conducive to drying 
up any sinus pathology. 

Postnasal blockage may be due to hypertrophy, 
adhesions or adenoids. This results in deficient 
nasal respiration and nasal catarrh. Irritation may 
come from adhesions in the postnasal space af- 
fecting the sphenopalatine ganglion. 

The treatment of all of these areas is distinctly 
osteopathic in nature and represents real advance. 
The intranasal abnormality is corrected and this 
highly delicate functional mucous membrane is 
brought back to normal. 


Where there is postnasal pathology (adenoids, 
adhesions, cess pool) we give the patient a gas 
anaesthetic under which the following is done as 
indicated: Middle turbinate adjustment by finger 
and instrumentation; at the same time all adhesions 
are freed affecting the otic and gasserian ganglia, and 
all adventitious lymphoid tissue is broken down. 


Following this operative procedure, which is de- 
cidedly conservative, postoperative treatment is ad- 
ministered according to patient’s need and tolerance. 
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Where the middle turbinates require postoperative 
follow-up treatment, we often use specially made 
turbinate adjusters. If there is frontal or maxillary 
sinus involvement we teach the child (and parent) 
to pump sterile oil (phenol, 3 grains; camphor, 1 
grain; to 1 ounce of liquid albolene) into the sinuses 
at home. This hurries things along, and usually, 
with the additional ventilation already given the 
nose, is sufficient to dry up the sinus infection. 


Not only must retained pus be done away with 
but also the entire filtering surfaces of the nose 
must be rejuvenated. Therefore, in noses where 
the tissues are not functioning normally we employ 
the following treatment: Shrinkage and desensiti- 
zation of the nose, followed by cautious use of from 
6% to 10% silver nitrate solution, or, better still, 
first single and then double strength rhinoform. In 
the use of either of these solutions (silver nitrate 
or rhinoform), the strength must be increased very 
gradually according to the patient’s tolerance. It 
is surprising how well children will stand such a 
treatment provided their confidence has been gained 
before starting the treatment. We always take 
great care to warn the child as well as the parent 
that they may expect some reaction following this 
treatment—sneezing, running nose, and in some 
cases neuralgia; this reaction lasts from one-half 
hour to four hours. We have found that reactions 
in our cases may be lessened by the employment 
of the ultraviolet glass vacuum electrode for two 
or three minutes following the treatment. 


In combination with all the aforementioned 
specialized technic, I wish to emphasize the im- 
portance of general osteopathic treatment in all 
asthmatic cases. The patient must have general 
osteopathic treatment of the dorsal and cervical re- 
gions of the spine to overcome rigidity and normal- 
ize the vasomotor tone. Special attention should 
be given to the neck as that influences the head, 
upper thoracic and respiratory regions. The lower 
thoracic and its influence on the pancreas must be 
considered. 


Progress of asthmatic cases, under general os- 
teopathic treatment alone, is slow, but some cases 
will respond. Skilled and specialized nasal and 
intranasal technic, in conjunction with general os- 
teopathic treatment, is needed to cure asthma. 


Formerly few children overcame asthma, or, as 
we say, outgrew it. Most of them were unsuccess- 
fully treated and were asthmatic throughout their 
lives. They found themselves badly handicapped. 
Now, however, treatment of asthma has been taken 
out of the realm of fake nostrums and uncertain 
treatment. Successful progress has been made in 
the treatment of asthma which we know will cure 
the disease. This progress represents careful con- 
sideration of the etiological factors, special atten- 
tion to the pathology of the respiratory tract, in 
conjunction with general osteopathic treatment. 


1721 Walnut Street 


1As a plan for determining the offending food or foods, we 
suggest the elimination diet as used by Charles C. Reid, Denver, in 
his Academy Conference. It is as follows: ‘Eliminate all diet, fast- 
ing the patient for three days. (Orange juice may be used during the 
fast.) Then begin with chuck beef and dry bread, which is boiled 
beef neck and melba toast. Have patient eat nothing but this for 
three days, then add one article of food every three days and build 
up a complete diet. Anything that brings on .——¥- of the chest 
or any allergic reaction, should be eliminated from the diet. This 


same system can be used beginning with rice and building on other 
foods.” 
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Treatment 


The Low Back Problem 


W. A. ScHwas, D.O. 
Chicago 
XIV. 


CONGENITAL DEFORMITIES AND OTHER CAUSES 


[The fourteenth and concluding article of the series, 
“The Low Back Problem”, which has been published in Tue 
JOURNAL during the past two years, will appear in two parts, 
of which this is the first. This installment will discuss de- 
formities and other causes giving rise to low back pain; the 
second will give statistics on the frequency of occurrence of 
various causes of low back distress, and will summarize the 
previous articles. The appearance of this installment has 
been delayed purposely. The delay may have given some 
readers the opportunity to study the previous articles more 
thoroughly; for them, the statistics and the summary will be 
valuable. For new readers they may indicate the scope of 
the articles and thus induce them to read the entire series. 
—Editor’s Note.] 


Much has been published in osteopathic lit- 
erature and elsewhere upon congenital deformities 
of various body units. Orthopedic surgery texts 
usually give adequate information on the many 
errors possible in human structural development. 
Practically all the information, however, forms a 
somewhat jumbled mass of facts that have been 
discovered in the dissecting room, the x-ray labo- 
ratory and at autopsy. There has been no effort, 
it seems, to classify all those facts in their relation 
to low back pain, nor has their presentation always 
made clear the fact that such deformities as sac- 
ralizations of the fifth lumbar are not always the 
result of persistent strain, but may be congenital. 


Physicians who use the standing method of 
examination, physically and roentgenologically, 
and who visualize mentally the patient’s structure 
in the upright position, may, by use of a simple 
rule, accurately classify these two general divi- 
sions. This principle has been mentioned before, 
but its repetition is now especially apropos. Any 
congenital deformity which serves to unlevel the 
top of the sacrum is a potential cause of persistent 
low back distress. 


This unleveling frequently takes place in a 
transverse plane, but can also occur anteropos- 
teriorly or as a combination of the two. Methods 
for the standing examination have been given in this 
series to make easy this visualization of the sacral 
position, and many of the x-ray plates have been 
made to determine whether or not the support of 
the spine by the sacrum was correct. True, other 
congenital deformities occur, such as spina bifida, 
sacralized lumbar segments, or lumbarized sacral 
units. However, they are not as frequent in occur- 
rence, and do not cause as much lower back distress 
as many other factors. Short lower extremity, 
asymmetrical innominates, unilateral sacral devel- 
opment, coxa valga and vara, or congenital dis- 
location of the hip, can each greatly disrupt proper 
spinal support by the sacrum. Therefore, in the 
low back case, the osteopathic physician will do 
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well to view anatomy in the erect working and 
weight bearing attitude and to think and classify 
not only a congenital, but also any other deformity, 
in the light of its influence upon proper spinal sup- 
port. In such a light several of the more common 
congenital malformations will presently be de- 
scribed. 


CONGENITAL DEFORMITIES THAT UNLEVEL SACRUM 
First, several examples of congenital deformi- 
ties that serve to unlevel the sacral top will be dis- 
cussed and illustrated by x-ray reproductions. 
Brief treatment methods will be outlined. The 





Plate I—Unilateral congenital maldevelopment of the sacrum, 


first two conditions produce their undesired results 
because of deformity in the units of the pelvic ring. 

Unilateral congenital maldevelopment of the 
sacrum is more common in occurrence than is gen- 
erally supposed. Standing examinations sometimes 
reveal unequal development in the two halves of the 
sacrum (Plate 1). It will be noted that the femur tops 
are practically equidistant from the supporting 
floor and that the lumbar spine is distinctly and, 
of course, compensatorily deformed. There are 
five lumbar vertebrze. The sacral top is unlevel. 
The patient had had much distress low down 
within the back, but was practically relieved of 
low back pain by raising the low right side of the 
sacrum by slightly building up the right shoe. This 
method, together with careful manipulative treatment 
to improve lumbar articular mobility, has given re- 
lief for seven years. Four similar cases also re- 
sponded to this regime. Another plate of the same 
condition appeared as Plate 5 in THE JourNAL for 
March, 1932. Nothing reasonable is known that 
will eliminate the primary developmental sacral 


. deformity in these cases. 


In contrast with the marked lumbar deformity 
which usually occurs in this condition, is the lack of 
it in the next type of congenital deformity, which 
also leads to lower back distress from sacral unlevel- 
ing. It is a congenitally small innominate, with a 
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unilaterally weak iliosacral articulation (Plate 2). A 
fact well known to all alert students of sacro-iliac 
mechanics is that the anatomical construction of these 
articulations varies considerably. This is true not 
only in different individuals, but also often in the 
two sides of the same person. A weak and smaller 
sacro-iliac articulation upon the right side (Plate 2) 
is due to a partially undeveloped innominate. It will 
be noted that in this standing position illustration the 
mid-heel line, the mid-spine, mid-sacral line, and the 
symphysis pubis all coincide. 


This fact is important in reading the plate, as it 
practically rules out pelvic twist. If such twist is 
present, an innominate can easily look narrower than 
its fellow and be erroneously diagnosed as a deform- 
ity. In this case the right innominate was actually 
smaller, with a very insecure or weakened right ilio- 
sacral joint. Much strain resulted, leading to low 
back pain. Little lumbar curve or deformity was 
present, making differential diagnosis difficult with- 
out exacting palpation of sacro-iliac mobility. The 
hypermobile iliosacral mechanism upon the right was 
detected at examination; the x-ray plate demon- 
strated the reason for this extra mobility. 


Treatment of this case consisted in making sure 
that the mobility of the Jeft sacro-iliac and lumbar 
articulations was normal in order to relieve as far as 
possible any undue work being placed upon the weak 
right iliosacral articulation. In five years, with such 
a treatment procedure, this case has had only one 
attack of marked distress. Other similar cases have 
experienced about the same relief. The table of sta- 
tistics shows four of these cases in the congenital 





Plate II—A congenitally small right innominate. 


deformity class of our series of 540 low back pain 
cases. It should be noted here that this type of de- 
formity only at times permits an unlevel sacral top. 
If trauma is applied to the weakened sacro-iliac joint 
by a movement of the sacrum downward, it (the 
sacrum) can slip this way. Its top then becomes un- 
level. The plate was taken after the patient was 
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treated and osseous relationships were almost restored 
to normal. 


The next cause of defective sacral support of the 
lumbar spine produces its unwanted effect because of 
congenital dislocation of one hip. It is easily visual- 
ized and understood and will require but little descrip- 
tion. 


In Plate 3 is shown a unilateral dislocation of 
the right hip joint that was congenital. The adult 
patient experienced much low back distress. The 
plate shows the great amount of deformity of the 
pelvic ring structure and of the lumbar spine. The 





Plate I1I—Unilateral congenital dislocation of the hip. 


most satisfactory treatment found for the adult case 
consists of correcting only partially the shortness 
with additions to the shoe. If complete correction for 
the unequal lengths of the lower extremities is added, 
the deformed lumbar spine cannot comfortably com- 
pensate for the change. In addition to partial correc- 
tion for shortening, if a careful mobilizing technic is 
directed to the lumbar region much relief can usually 
be given. Our series presented four such cases, with 
good results in the treatment of all. 


The fact that primary actual short lower ex- 
tremity is most often a developmental defect has been 
brought out in the series. Its power to make an un- 
level sacrum and the many effects resulting from the 
imbalance have been dealt with at length. Primary 
errors Of locomotion, often due to congenital defects 
in the lower extremities, have their effect upon the 
sacrum. 


These examples of congenital causes of low 
back pain exemplify the reasons for analyzing cases 
in the erect position. Some of these causes, such as 
short lower extremity, are much more frequently en- 
countered than many of the examples about which 
the allopaths have written so much and which do 
not produce the unlevel sacrum. 


OTHER CONGENITAL DEFORMITIES CAUSING LOW BACK PAIN 

Some of these other developmental deformities 
that by weakness, strain or irritating pressure at 
times produce lower spinal discomfort should be men- 
tioned. Extended descriptions are not necessary. 
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Some will be discussed briefly and orthopedic texts 
can be referred to for more complete details. 


Unilateral or bilateral sacralization of the fifth 
lumbar is at times encountered (Plate 4). There 
were only four other lumbar vertebre, and this fact 
puts the deformity in the class of a sacralization 
rather than a “lumbarization” of the first sacral seg- 
ment. The doubt as to the etiology of some sacrali- 
zations, especially the unilateral type, has already 
been mentioned. Earl R. Hoskins! (1932) said upon 
this point: ‘“Hypertrophied lower lumbar mamillary 
processes are not accidents; they are results of struc- 
turally deficient bone trying to do acceptably what is 
asked of it. The same is true of the enlarged fifth 
lumbar lateral processes which articulate with the 
sacrum or ilium—or both. Intrinsically the local 
stresses were too great for local bone structure and 
the resultant development demonstrates the ability to 
meet the emergency. It is not always so well met 
and the resultant deformities become more obvious.” 


It is questionable whether some of these com- 
pensatory changes are not mistaken for congenital 
defects by those not understanding the fact that func- 
tion modifies structure. H. Martius? (1930) also 
called attention to the debate as to the exact manner 
in which a sacralized fifth lumbar segment produces 
pain. Some patients in our series exhibited this de- 
formity and had no pain after other related structural 
corrections were made. I have even attempted the 
mobilization and re-positioning of fifth lumbar seg- 
ments showing an apparent attempt at unilateral sac- 
ralization, and in most cases the results have been 
good. It is my opinion that in many cases, if other 
stresses such as those caused by locomotive errors, 
short lower extremity, sacro-iliac or lumbar malad- 
justments are removed, the sacralized segment will 
cause little trouble. It is questionable if it is always 
the primary cause of pain. Thirteen cases of sacrali- 
zation were noted in the 540 cases we have reviewed. 


Spondylolisthesis is at times a congenital deform- 
ity and produces low back pain. There may be a 





Plate I1V—Bilateral sacralization of the fifth lumbar segment. 
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non-union or only a cartilaginous union of the verte- 
bral laminae, permitting the body of the fifth lumbar 
to slip forward and downward upon the inclined 
sacral top. Whitman* states that “in certain instances 
the spinous process may remain in its normal posi- 
tion while the laminae become elongated.’ I have 
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Plate V—Congenital morphological variations in lumbar spine. 


never encountered a case of actual non-union of the 
laminae, although they do exist. Six cases in which 
the condition was diagnosed as present from exten- 
sive anteroposterior, lateral, and oblique x-ray visual- 
izations, were relieved of distress when sacral bal- 
ance was corrected. Five of these cases exhibited a 
compensatory lumbar lordosis due to an immobolized, 
kyphotic dorsal region. When this last described pri- 
mary dorsal condition was mobilized and correct pos- 
ture was again attained, the apparent spondylolisthe- 
sis was overcome. The sixth case presented bilateral 
maladjusted and adhesional sacro-iliac articulations, 
immobilizing the sacrum in an abnormally forward 
bent position. Mobilization of the iliosacral articula- 
tions and the re-positioning of the sacrum relieved 
the symptoms present in the lower back. These cases 
are cited in order to stimulate observation that may 
lead to more accurate knowledge gained from the 
osteopathic standpoint than is now available from the 
standard orthopedic texts. 


Spina bifida occulta is a congenital deformity oc- 
curring in the spine or sacrum. There is no hernial 
sac and the defect is unnoticed externally. There is 
defective closure of the neural arch and a consequent 
weakness of the corresponding vertebral segment. 
This is more marked in deformed lumbar segments 
than in the type of sacral cleft. Diagnosis can some- 
times be made by palpation but equally often it is ob- 
scure until x-ray examination is made. In these 
cases, of which I have encountered four of the fifth 
lumbar, non-surgical treatment has not been satis- 
factory. It is thought that this is due to the unequal 
ligamentous and muscle tensions present. Various 
other symptoms in addition to low back pain are fre- 
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quently present. In adults surgical procedure may be 
necessary, and in many instances will be found to be 
very helpful. In two cases in our series showing in- 
continence of the bladder, surgical intervention com- 
pletely removed the troublesome symptoms. 


Numerical variations in the number of vertebre 
are often encountered. At times six lumbar vertebre 
are present. At times only four are found. Likewise 
morphologic variations may be present and can be 
very troublesome. Plate 5 represents such a deform- 
ity, in which independent body halves were present. 
These last congenital deformities are noted for the 
purpose of calling attention to the necessity in all 
cases of scoliosis and, in other marked spinal deform- 
ities, of an absolutely accurate structural diagnosis 
before treatment is attempted. This is especially true 
in scoliosis. Satisfactory results are not often ob- 
tained in the treatment of scoliosis, usually because 
the fundamental mistake of not recognizing the true 
primary cause. Let any one who does not believe this 
look up in a standard text the causes and figures on 
the incidence of these causes. The multiplicity of 
causes is remarkable; this fact easily leads to mis- 
takes in diagnosis. 


OTHER CAUSES OF LOW BACK PAIN 

The last classification in the general table upon 
the etiology of low back pain was other causes. These 
other causes of low back pain include the varied con- 
ditions that have not been discussed and yet are capa- 
ble of producing agony in the lower back. They are 
important to all osteopathic physicians and should re- 
ceive careful consideration. 

Metastatic malignancy is found not rarely to re- 
side in sacral, lower lumbar and sacro-iliac structures. 





| 


| 
&‘\ Plate VI—Arrows indicate points of rarefaction of bone due to 
metastatic malignancy. 


Its early recognition is highly desirable, and unless it 
is recognized, manipulative treatment to the weakened 
structure can easily prove fatal to the patient. Two 
cases described in the series were recognized by the 
concurrent toxic board-like rigidity of spinal soft tis- 
sues and the reflex contracture in the musclature of 
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the lower back. They were examined by x-ray before 
any treatment was instituted. The honeycombed ap- 
pearance of the bones may be seen (Plate VI). These 
cases are uSually secondary to an earlier malignancy 
at some other location. 


Fractures of transverse processes in the lower 
lumbar are sometimes encountered, giving rise to 
painful symptoms. Kuemmell’s disease, which is a 
rarefying osteitis of any of the vertebre from a trau- 
matism occurring weeks, months or even longer be- 
fore the appearance of symptoms, should be remem- 
bered. Traumatized pelves are also encountered, in 
which there is a hypermobility of the symphysis pubis, 
and in which lower back distress is frequently pres- 
ent. In these patients walking is difficult at times be- 
cause of the lack of pelvic ring stability. 


ANTERIOR POLIOMYELITIS—NICHOLL 


Journal A.O.A. 
February, 1934 

Many other remote causes of symptomatology 
could be enumerated, but their rarity precludes the 
necessity. From the tables on statistics which is to 
follow, it will be seen that the most frequently en- 
countered and therefore most important causes of 
low back pain have been given. A thoughtful study 
of these causes and their early recognition in the diag- 
nosis of the case, eliminates most of the uncertainties 
characteristic of the so-called “orthodox” analysis of 
the low back problem. 
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Anterior Poliomyelitis 


A REVIEW AND ANALYSIS OF 
OSTEOPATHIC LITERATURE 


WituiaM S. NICHOLL, D. O. 
Philadelphia 


The object of this paper is to supplement the 
one of the author published in THe Journat for 
February, 1932. In that article I endeavored to 
show from a consideration of the pathology of the 
disease just what is osteopathy’s prognosis. Far 
from being contraindicated in the early stages, we 
feel that it is the only system that offers anything 
definite and positive. Our students are handicapped 
by being obliged to use allopathic textbooks and 
they cannot help imbibing the spirit of the allo- 
pathic prognosis. When the allopathic writer tells 
them that during the acute stage absolute rest is 
indicated, he is entirely correct and is worthy of 
strict obedience. But they must supplement this 
with the knowledge that osteopathic treatment 
gently and carefully given in no way violates these 
instructions, and will relieve rather than injure the 
enormously congested tissues of the spinal cord. 
We cannot expect the allopathic teachers to reason 
in the osteopathic fashion. This idea of viewing the 
body from a mechanical point of view and standing 
ready to use mechanical therapeutic measures is 
more particularly our own field than even we our- 
selves realize. That was illustrated very perfectly 
to my mind by an incident which the late George A. 
Still loved to recount. When Dr. George was study- 
ing medicine at Northwestern University one of the 
instructors was demonstrating a case of pneumonia 
to a ward class. He outlined the area of dullness 
and then had each member of the class percuss the 
patient’s chest. The instructor again examined the 
patient and called the attention of the class to the 
fact that the area of dullness had lessened somewhat 
in size because of the repeated percussions. He re- 
marked that he had noticed this phenomenon on a 
number of occasions—but the idea that it might 
form the basis of a therapeutic approach never oc- 
curred to him. 


So in this paper I would like to reiterate some 
of the fundamental pathologic facts that underlie 
the osteopathic prognosis and to epitomize, if pos- 
sible, the results that our school of therapeutics 
has obtained in this disease. 


It is interesting to note that the ultraconserv- 
ative members of the profession who caution 
against the osteopathic treatment in the early 
stages do not cite cases to illustrate their point. 
Their conclusions are arrived at by theoretical rea- 
soning and too great a domination by allopathic 
thought. The opposite group cites case after case 
treated in the acute stages with excellent results. 
Their conclusions are not based on theory but on 
actual fact. Of course we agree that we are dealing 
with one of the most devastating diseases known 
to science and that we must encounter occasional 
cases that will go on to extensive paralysis despite 
all that we can do. Consequently we must not make 
too many unwarranted predictions, but must go 
ahead humbly, yet with the satisfying assurance 
that we have the most definite therapeutic agent 
in the acute stages. 


One of the early articles on infantile paralysis 
in our literature is by Evelyn R. Bush’. This article 
concerns itself principally with the treatment of 
the later stages of the disease. However, Dr. Bush 
gave one valuable suggestion, and that is, that the 
three minute treatment is not sufficient to ac- 
complish much in these conditions. 


Two years later A. A. Gour? presented a thor- 
ough description of osteopathic gymnastics in an- 
terior poliomyelitis. One notices in the early articles 
that most of the attention of the profession was 
given to the disease in its chronic stages. Acute 
anterior poliomyelitis was less frequently recog- 
nized in the acute stage by physicians of all schools 
and there was less of tendency to call the osteo- 
pathic physician. Even in these later stages, after 
extensive cord damage, muscular atrophy and con- 
tractions and joint distortion had taken place, we 
still find osteopathic treatment accomplishing re- 
markable results. 


The next month there was a case report’ in the 
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clinical department. This case, reported by W. L. 
Buster, was in the acute stage but paralysis had al- 
ready developed in the left hand and arm. After 
seven days the paralysis had completely disap- 
peared. The symptoms had been those of a typical 
acute poliomyelitis attack. 


The next contribution we find in the Septem- 
ber, 1916, number of THe JournaLt. R. Kendrick 
Smith* gave a scholarly description of the disease, 
read at the A. O. A. Convention in Kansas City in 
the summer of 1916. It was at this time that the 
great epidemic was raging in New York and Phil- 
adelphia. Dr. Smith ably defended the osteopathic 
theory applied to all stages of the disease. 


The next article on the subject to appear in the 
A. O. A. JouRNAL was the memorable one by Harry 
Forbes’. Up to that time it was unquestionably the 
most valuable article that had ever been written on 
this subject. 


In this article Forbes for the first time gives 
us something definite in the way of treatment. He 
shows a knowledge of the theories of immunity 
that was really prophetic for that time. He prac- 
tically reconciled the two schools of thought con- 
cerning osteopathic treatment in the acute stages. 
He stressed the friability of the cord, the necessity 
for keeping the patient absolutely quiet, but he gave 
a definite osteopathic technic that filled these re- 
quirements. He advocated keeping the patient on 
his abdomen on a flat pillow. This keeps the cord 
above the heart and causes gravity to assist in the 
drainage. Gentle pressure is to be applied on the 
muscles of the back to empty the veins. This 
pressure is maintained for four to six seconds and 
then released for two seconds. This constitutes a 
lymphatic pump treatment. It probably is more 
specific than the lymphatic pump as usually ap- 
plied because the lymphatics of the spinal meninges 
drain into the spinal veins rather than into the sys- 
temic lymph channels. 


Dr. Forbes warns against any effort at lesion 
adjustment at this stage of the disease. Unfortu- 
nately there were no case reports in this article al- 
though the author remembers hearing the chair- 
man, in introducing him, give as the reason for Dr. 
Forbes being asked to present the subject at that 
time, the fact that he had had remarkable success in a 
large number of cases in previous epidemics. 


Two years later Philip Holliday® of Montreal 
reported three interesting cases from Newfound- 
land. While visiting there as private physician to 
Sir William Reid, Dr. Holliday was called by the 
local medical physician to see three cases of polio- 
myelitis. All three were unusually severe cases. 
Two of them made a complete recovery, while the 
third child died. In this fatal case the child had 
been ill five days before Dr. Holliday saw it, and it 
was delirious and having repeated convulsions. In 
the report submitted by the medical physician he 
stated that he felt sure the child would have recov- 
ered had Dr. Holliday seen it a day or two earlier. 
He based this opinion on the fact that when Dr. 
Holliday treated the child the severity of the con- 
vulsions was greatly lessened. 

If we were attempting to be perfectly accurate 
chronologically we would at this time take up the 
consideration of Millard’s book on anterior polio- 
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myelitis. It was published in 1918. However, be- 
cause of the large number of cases reported in it I 
am going to consider it last and add the other cases 
to its list. 


C. Earl Miller? has reported a case of acute 
arterior poliomyelitis treated osteopathically, and 
later® described the lymphatic treatment as applied 
to any of the acute infections of children. 


G. C. Flick, writing in the Massachusetts Osteo- 
pathic Hospital News and reprinted in THE JouRNAL® 
takes the stand that no treatment should be given 
in the febrile stage. He claims that when the fever 
ceases the paralysis has reached its height and there- 
fore no more damage can be done. Those of us who 
have treated the disease in the acute stage feel that 
one loses valuable time in waiting for the fever to 
subside. 


Howard E. Lamb” is of the opinion that “osteo- 
pathic spinal treatment is oftentimes impossible to 
administer during the acute stage because of the 
tenderness of the spine”. 


In reviewing the osteopathic literature on an- 
terior poliomyelitis we must refer to Drs. Millard 
and Walmsley and their book on this subject pub- 
lished in 1918. They covered the subject most com- 
pletely and compiled a number of case reports from 
osteopathic physicians all over the country that are 
exceedingly valuable. 


I have used these reports to draw some con- 
clusions regarding osteopathic treatment in the 
acute stages. I have included in my tables only 
those cases that are definitely in the early stages. 
Of course it is sometimes difficult to decide when 
the acute stage ceases and the subacute or chronic 
begins. We know from a consideration of the 
pathology that very soon after the maximum dam- 
age, nature begins to absorb excessive exudate, and 
that in some atypical cases this process may last 
until many months after the initial attack. 


By eliminating the cases in Dr. Millard’s list 
that would be classed as chronic, and adding the 
acute cases already mentioned in this article, we 
have a list of fifty cases. There are no abortive 
cases in this list. Every case went on to definite 
paralysis. So there can be no mistake in diagnosis 
and no padding with abortive or pseudo cases. 


As to the mortality rate: There were two 
deaths in this list. One of them was the case re- 
ported by Philip Holliday from Newfoundland, and 
the other a case reported by Dr. Barton of Okla- 
homa. This case had been treated with great sever- 
ity by a chiropractor before Dr. Barton was called. 
All other cases treated by Dr. Barton recovered 
nicely so that it is a question whether such a case 
should be chalked up against osteopathic statistics. 
It is a noteworthy fact that no fatality occurred in 
any case that had been treated solely by osteopathy. 
Of course I must not give the impression that I 
consider osteopathy infallible in this condition. We 
know that in all infectious diseases there are cases 
that develop an unusually virulent infection and are 
doomed from the start no matter who treats them. 
We realize that acute poliomyelitis is a devastating 
disease that is capable of mocking the skill of any 
physician, 
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The fatal case reported by Dr. Holliday was 
seen by him on the fifth day at the request of the 
allopathic physician. The child was delirious and 
in repeated convulsions. As already stated, the allo- 
pathic physician felt sure that the case would have 
survived if Dr. Holliday had been called earlier. 


The next phase of the group of cases that attracts 
our attention is the proportion of complete recovery. 
As mentioned previously, all these cases had gone 
on to some degree of paralysis. There were 50 
cases in the series, and 38 of them made complete 
recoveries. That constitutes 78%, which to my mind 
is a wonderful average. These 50 cases were seen 
for the first time on anywhere from one day to four 
weeks after the disease set in—most of them within 
the first ten days. There were 11 cases in the 
series that were seen on the third day or earlier, and 
in these cases there was 100% complete recovery. 
Of course we realize that 11 cases do not constitute 
a large enough series from which to draw con- 
clusions. Again we must remember that if one 
encounters one of these fulminating cases, even 
though he sees it on the first day, it may end dis- 
astrously. However, it is gratifying to know that 
the earlier the case receives osteopathic treatment 
the greater are the chances of complete recovery. 


Another interesting conclusion that one is jus- 
tified in drawing from these 50 cases is that the 
earlier the osteopathic treatment is instituted the 
quicker will be the recovery from the paralysis. In 
studying the case histories sometimes it is difficult 
to determine the exact period at which the patient 
made a complete recovery. From these histories 
that are explicit on this point we can definitely draw 
such conclusions. Twenty-eight cases show an aver- 
age duration of the paralysis of 111 days or roughly 
three and three-quarter months. Sixteen of these 
28 cases were seen by the tenth day or earlier. That 
group showed a duration of the paralysis of 76 days 
or about two and one-quarter months. 


SUMMARY 

In summarizing, we feel justified in drawing 
definite conclusions: (1) Osteopathic treatment is 
not only safe in the earliest stage of anterior 
poliomyelitis, but is the most definite therapeutic 
agent available; (2) the earlier treatment is begun, 
the greater is the likelihood of cure; (3) the earlier 
it is begun the shorter will be the duration of the 


paralysis. 
4909 Frankfort Ave. 
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Problems of the Upper Abdomen* 


H. L. Coitzirns, M.D., D.O. 


Chicago 


The most simple approach to such a complicated 
subject as this would be, I think, first to mention 
some of the usual signs which lead us to suspect 
upper abdominal disease. 


These symptoms can be briefly summarized as 
follows: 


1. Tenderness, pain or muscular rigidity in the 
upper abdomen. 


2. Nausea or vomiting. 
3. Flatulence. 
4. Jaundice. 


5. Indigestion or dyspepsia are terms which may 
be used for the remaining indefinite symptoms of 
upper abdominal distress, varying in type and degree, 
but more or less closely allied to each other. 


In nearly every diseased condition of the upper 
abdomen, evidence in addition to one or more of the 
symptoms just enumerated may be found. For ex- 
ample, radiologic examination may give evidence of 
gastric carcinoma, peptic ulcer or gall-bladder disease ; 
or the blood picture resulting from an empyema of 
the gall-bladder or from a severe hemorrhage of a 
bleeding ulcer, are helpful additions to the clinical 
symptoms. 

It would be out of place to attempt a text-book 
review of differential diagnosis of upper abdominal 
disease. The space at our disposal can better be used 
to outline briefly a plan which might be helpful in 
directing our efforts, particularly in puzzling cases, to 
establish a diagnosis. 


In approaching any case presenting possible ab- 
dominal pathology, the thing to decide is whether or 
not the case needs immediate surgical aid. This, in 
the majority of instances, is not difficult to determine. 
An acute surgical abdomen usually presents local and 
systemic evidence, indicating the gravity of the pathol- 
ogy present. 


The local signs are usually a marked degree of 
abdominal pain or abdominal rigidity or both. The 
systemic evidence may be: (1) prostration; (2) shock; 
(3) change in pulse; (4) change from normal blood 
picture (for example, leukocytosis in presence of 
infection or internal hemorrhage or decrease in hem- 
oglobin and red cells if hemorrhage is severe). 
Though the severity of all of these symptoms, both 
local and general, may vary, some of them usually are 
of a sufficient degree of severity that one has no ‘diffi- 
culty in recognizing the gravity of the situation and 
the need of surgical intervention. When surgery is 
definitely indicated, there should be no hesitancy in 
proceeding to operate at once. Indecision very often 
will prove fatal to the patient. 


There are eight disease entities which we should 
always bear in mind when we suspect upper abdominal 


*Delivered before the A.O.A Convention, Milwaukee, 1933. 
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disease, for these eight account for a least ninety per 
cent of the disease in this region. 


DISEASES OF UPPER ABDOMINAL VISCERA. 


acute with 
1. Gall-Bladder Infection \ and cholelithi- 
chronic without asis 


gastric 

duodenal 

jejunal 

pyelitis, pyonephrosis, 
calculi—kidney, pelvis, ureter; 
movable kidney 

tubercular kidney 
perinephritis abcess or hem- 


2. Peptic ulcer 


3. Disease of kidney 


orrhage. 
a , ; partial 

4 High intestinal obstruction } complete 
5. Gastric carcinoma 

colitis 
6. Colon carcinoma of tranverse colon 
7. Pancreatitis acute | 

chronic 


8. Diseases of spleen 


Gall-bladder Disease. Gall-bladder disease may 
sometimes produce upper abdominal pain. Pressure 
over the gall-bladder will often elicit tenderness, and 
if the patient is made to take a deep breath while 
pressure is being applied, there will be a painful catch 
in the breath as the diaphragm descends. In doubtful 
cases in which the diagnosis lies between gall-bladder 
disease and gastric ulcer, the following points are in 
favor of gall-bladder disturbance: (1) The recur- 
rence of pain at rather longer intervals with compara- 
tive freedom of symptoms between; (2) long duration 
of the attack of pain; (3) continuance of pain in 
spite of vomiting; (4) occurrence of slight shivering 
and rise in temperature with attacks; (5) the pain and 
tenderness is more pronounced and has a tendency to 
radiate to back and right shoulder. 


The absence of jaundice does not rule out gall- 
bladder disease. In some instances, the only symptom 
the patient may present is one of indigestion. In 
middle-aged or elderly women, who complain of 
“wind” and “spasms” in the upper abdomen, particu- 
larly if they are stout and are multiparae, the pos- 
sibility of gall-bladder disease should always be 
considered. A careful roentgenographic gall-bladder 
visualization will demonstrate the presence of gall- 
bladder disease in a large percentage of cases. 


Peptic Ulcer. A duodenal or gastric ulcer may 
cause a deep-seated pain in the right hypochondrium 
which usually has the character of hunger pain, re- 
lieved by food or alkalies. (The gastric ulcer is more 
quickly relieved than the one in the duodenum.) It 
must also be remembered that at times the patient has 
no pain. Three such cases have come under my care 
recently. One demonstrated the duodenal ulcer when 
it perforated, another did not reveal its presence until 
severe hemorrhage had occurred, and the third was 
incidentally discovered on _ gastro-intestinal roent- 
genologic examination made for an indefinite symptom 
complex of attacks of indigestion. Several careful ex- 
aminations of the stools after patients have been on a 
meat free diet for three days will reveal occult blood 
in a large percentage of peptic ulcer patients. 


Vomiting is very common in gastric ulcer; in 
duodenal ulcer it is much less frequent, or absent en- 
tirely. Vomiting frequently relieves the pain in gas- 
tric ulcer and the vomitus almost always contains at 
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least the normal or an increase of free hydrochloric 
acid. 


Now as to the management of these cases. Much 
has been said about the advisability of co-operation 
between internist and surgeon, but of more impor- 
tance is a change in the patient’s attitude from that 
of a miracle searcher to that of a co-operator with the 
physician. The methods of education so successful 
in the management of diabetes might well be imitated 
in peptic ulcer. Social and economic readjustments 
will usually be necessary preliminaries to secure the 
essential factor of physical and mental rest. We 
should be interested in peptic ulcer, the disease, and 
not peptic ulcer, the lesion. 


The indications for operative measures may thus be 
outlined: Perforation calls for surgery; hemorrhage, 
for non-operative management; with chronic ulcer, 
non-operative measures may be given a number of 
trials, but failure to obtain complete relief indicates 
the need of surgical assistance. 


Gastric Carcinoma. The pain in gastric carci- 
noma may be very slight until the malignancy is far 
advanced, and then be more or less continuous ag- 
gravated by taking food. Vomiting is usually present 
in advanced cases and the vomitus usually shows 
decrease or absence of free hydrochloric acid. In the 
early stages, the symptoms may be so slight that they 
fail to impress either the patient or doctor. A good 
rule to bear in mind is as follows: 


A history of indigestion which begins abruptly 
in a patient (most often a man over 40 years) and 
does not speedily yield to simple treatment is very 
suspicious and should have a careful gastric x-ray 
examination. It should also be remembered that in 
a number of cases the growth starts in an old ulcer, 
and that such a history is in favor of carcinoma. 


The non-operative treatment of peptic ulcer is 
relatively safe; the non-operative treatment of gastric 
cancer, until it unquestionably shows its true nature, 
is equivalent to manslaughter or suicide, from which- 
ever point of view one happens to be regarding it. 


Intestinal Obstruction. Whether acute, subacute 
or chronic, high or low in the intestinal tract, intesti- 
nal obstruction will cause pain, vomiting and meteor- 
ism, though the degree of severity and the location of 
the obstruction will considerably modify the onset and 
character of the symptoms. These symptoms, defi- 
nitely increasing in severity and the presence 
of visible peristalsis, will enable the physician to sus- 
pect the nature of the trouble before fecal vomiting 
appears. 

Colitis. Spasmodic contraction of the transverse 
colon may cause epigastric pain, which may simulate 
gastric pain by being induced by the taking of food. 
Such pain, however, tends to be relieved by pressure 
and passing gas per anum. Obstinate constipation is 
a usual feature and often a fecal analysis will point 
the way to a diagnosis. 

Carcinoma of the transverse colon. This will give 
the clinical picture of a chronic or partial intestinal 
obstruction, combining with a colitis. At times, a 
movable tumor can be palpated in the upper abdomen. 
The exact diagnosis can be easily and quickly estab- 
lished by roentgenologic investigation. 

Disease of the Kidney. The pain and tenderness 
is usually more pronounced in the costovertebral angle 
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of the side affected, and if referred, it will radiate 
usually along the course of the ureter and external 
genitals. Blood or pus in the urine may demonstrate 
pathology in the urinary tract, and cystoscopic and 
roentgenographic investigation will reveal its location 
and nature. 


Disease of the Pancreas. This may be either 
acute or chronic. A patient with an extensive acute 
pancreatitis is suddenly seized with an agonizing epi- 
gastric pain which rapidly grows worse, and which 
is associated with very marked abdominal rigidity. 
Soon after the onset, a few hours at most, extreme 
prostration and collapse occurs. The diagnosis may 
be suspected under these circumstances, but usually 
is not confirmed until areas of fat necrosis are re- 
vealed in the omentum and peritoneum operation. 


Chronic pancreatitis, whether from calculi, tumor, 
or new growths, is difficult and often impossible to 
diagnose. Upper abdominal pain or discomfort is 
usually present, but not severe. However, there may 
be signs of pancreatic dysfunction, such as fatty 
diarrhea or pancreatic reaction in the urine. Glycosuria 
may be present, but is not invariable. The presence 
of one of the above signs may, however, point to the 
location of the pathology. 


Splenic Pathology is usually determined either by 
an enlargement of the spleen or the typical blood 
changes which are associated with splenic disease. 


One should never forget that a patient may com- 
plain of one or more upper abdominal symptoms and 
not really be suffering from any upper abdominal 
pathology at all. Mistakes can be avoided only by 
subjecting every such case to a thorough examina- 
tion. The attention must not be confined to the upper 
abdomen, but must include the rest of the abdominal 
viscera and many of the structures outside the ab- 
dominal cavity. If this possibility of error is borne 
in mind, it is not usually difficult to avoid it, and 
accordingly it will be sufficient to enumerate briefly 
the chief conditions to be considered. These are: 


1. Appendicitis. Acute attacks frequently begin 
with pain in the epigastrium, but in most 
cases, after a few hours, the pain and tender- 
ness are most pronounced in the right lower 
quadrant. 


2. Pregnancy. The possibility of pregnancy 
should always be present in the mind when 
the patient is a young woman who complains 
of vomiting and indigestion, and the other 
signs of pregnancy should be looked for. 


3. Disease of Uterine Appendages. A careful 
history and bimanual examination usually re- 
veals whether location of the trouble is in the 
lower abdomen. 


Extra-Abdominal Diseases: 


1. Osteopathic lesions and intercostal neuralgia 
frequently cause upper abdominal disturb- 
ance, and are always associated with upper 
abdominal pathology. If the intra-abdominal 
pathology has not developed or is not too 
extensive, correction of the lesion will be 
followed by disappearance of the symptoms. 


2. Pneumonia at times causes abdominal pain. 
This is usual at the onset and may be the 
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patient’s chief complaint. A careful examina- 
tion of the chest, however, will reveal the 
true nature and location of the trouble. 


3. Typhoid fever and acute exanthemata must 
ever be borne in mind. Abdominal symptoms 
when present in those conditions are usually 
confused only in the early stages, and as a 
rule are not so severe but that a short period 
of watchful waiting is obviously indicated, 
during which time the true nature of the 
disease will manifest itself. 


4. Gastric crisis of tabes is apt to be mistaken 
for dyspepsia, and it may simulate gastric 
ulcer or acute appendicitis. If the knee-jerk 
be absent and the pupils immobile to light, 
the diagnosis is easy, but gastric crisis may 
occur before the usual signs of cord disease 
have manifested themselves. One should in- 
quire in such a case about lightning pains, 
bladder disturbance and history of syphilis. 


5. Phthisis. Indigestion may be the chief early 
symptom, nausea and vomiting being often 
present. Careful examination of sputum and 
chest should never be omitted, especially in 
young subjects. 


6. Cerebral vomiting. In children particularly, 
vomiting of cerebral origin may be mistaken 
for abdominal disease. Incipient meningitis 
and cerebral tumor are the most common 
causes of such vomiting. The former, in its 
earliest stages, may be very difficult to deter- 
mine with certainty, but the presence of the 
signs of cerebral irritations (e. g., photo- 
phobia, squint, headache, Kernig’s sign, etc.) 
should make one suspicious. Paralysis, head- 
ache, optic neuritis and choked optic disc 
point to cerebral tumor. 


7. Uremia and diabetes may masquerade as indi- 
gestion. The characteristic odor of the breath 
in each, and the urinalysis findings, should 
be looked for. It must be remembered, 
though, that occasionally these findings may 
not be pronounced and may be easily over- 
looked. 


8. Angina pectoris, in one of its forms, may be 
accompanied by gastric disturbance, which 
leads the patient to consult his doctor for 
indigestion. The occurrence of the symptoms 
upon exertion or when emotionally upset, the 
tendency of the pain to radiate to the arm 
and the frequent presence of a high blood 
pressure, are all of diagnostic value. 


9. Spinal Caries. This is especially to be thought 
of in children and can usually be distinguished 
by the usual signs. 


10. Pernicious anemia. The abdominal symptoms 
of this disease are usually not pronounced 
until the disease is well advanced, at which 
time a diagnosis can accurately be made by a 
competent blood examination and the other 
symptoms present. 


No one of us is endowed with such divine intel- 
ligence that he can make accurate diagnoses in all 
cases, but all of us can improve our ability if we 
approach every case with painstaking care and 
study. 
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THE NERVE IMPULSE AND CELLULAR 
ACTIVITY 


The reflex effects of osteopathic pathology can 
be considered in three phases. Two of these phases, 
which have already been considered in these columns, 
are: first, the effect that osteopathic pathology exerts 
on the sensory nerves which carry impulses from a 
given region into the central nervous system; and 
second, the transfer of the abnormal sensory impulses 
from one group of nerve cells to other cells of the 
same or distant segments, thus to produce the per- 
versions of physiology which are associated with the 
lesion. The third phase of the study is concerned 
with the effect, on tissue activity, of abnormal motor 
or efferent stimuli coming from a segment which is 
influenced by a lesion. 


Of how much importance in the function of 
tissue is the nerve impulse? In the answer to this 
question rests a major part of osteopathic reasoning 
and practice. 


Nerve fibers and nerve endings have not yet been 
demonstrated in every tissue of the body. It is 
significant, however, that each improvement in histo- 
logical technic adds one or more new tissues to the 
group in which nerve fibers have been demonstrated. 
A number of authorities have expressed the opinion 
that with further technical development nerve ter- 
minations will ultimately be demonstrated in all 
tissues. 

The nervous system influences definitely the 
cellular activity of most of the body tissues; it in- 
fluences all of them presumptively. It conditions the 
activity of every cell with which it comes in contact 
and changes the metabolism of that cell in the same 
degree that its own neurons have been influenced by 
local or general stimuli. It accelerates, retards, modi- 
fies, conditions, or in some way affects the molecular 
and atomic interchange which constitutes cellular 
metabolism. 


The influence of the nervous system on all tissues 
of the body, other than the skeletal motor apparatus, 
is not motor in the usually accepted meaning of that 
term. The visceral, vascular, and glandular tissues 
of the body will function because of the inherent 
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qualities of their own cells. These tissues possess 
a rhythmic functional capacity which is quite inde- 
pendent of nerve impulse and which will insure their 
activity in. the total absence of extrinsic nerve im- 
pulses. It is not correct then, to say that a visceral 
tissue will not function in the absence of a nerve 
impulse, but it is correct to say that it cannot function 
normally nor in harmony with the needs of the body 
when its nervous connections are severed. It is obvi- 
ous that a visceral tissue cannot function normally 
when the nervous system is carrying to it any varia- 
tion from the normal flow of impulses. 


Such variations from the normal flow of impulses 
occur each time the body as a whole, or any part of 
the body, is called on to meet an environmental emer- 
gency, either of trauma, infection, emotion, or thermal 
change. The majority of these environmental emer- 
gencies are of temporary duration, and adjustment is 
rapid and complete. The variations from the normal 
flow of efferent impulses which result from an osteo- 
pathic lesion are constant and relatively permanent. 
As long as the lesion continues, functional change will 
persist; eventually there will be structural change. 
The adjustment that occurs physiologically and auto- 
matically from a temporary environmental change 
cannot take place completely if a structural lesion is 
present, or if the stress of the shock results in the 
production of such a lesion. 

R. N. MacBatn. 


THE BLACK BILL 
The argument in Congress over the efforts “to 
prevent the manufacture, sale or transportation of 
adulterated or misbranded or poisonous or deleter- 
ious foods, drugs, medicines, cosmetics and liquors, 
and for regulating traffic therein,” goes on. 


The above, insofar as it is a quotation, is the 
title of H. R. 6376, the bill introduced in the House 
of Representatives by Congressman Black. It has 
been referred to the Committee on Interstate and 
Foreign Commerce, and ordered printed. Copies may 
be had, upon inquiry, from members of the House 
of Representatives at Washington. 


In general, the bill covers the same subject mat- 
ter as that included in the newly introduced Senate 
Bill No. 2000 which, it was hoped by its sponsors, 
would replace the so-called Tugwell bill. There are, 
however, important points of difference. 


The Black bill would make it unlawful to manu- 
facture any article of food, drug or cosmetic which 
is adulterated or misbranded or to ship from one 
state to another, or to import from any foreign country 
into the United States, any such article. 


The Secretary of Agriculture would be directed 
to make rules and regulations for carrying out the 
provisions of the act and through existing or any 
created bureaus of the Department of Agriculture 
to collect and examine specimens to determine 
whether or not such articles are adulterated or mis- 
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branded. In case evidence of such misbranding or 
such adulteration is found, the Secretary of Agricul- 
ture would be directed to bring action in the United 
States courts. (In this last regulation, the Black 
bill, so-called, varies materially from the original 
Tugwell bill. 


The term “food” includes “all substances or 
preparations used for, or entering into the composi- 
tion of food, drink, confectionery, or condiment for 
man or other animals.” 


The term “drug” includes “(1) all substances 
and preparations recognized in the United States 
Pharmacopoeia or National Formulary or supple- 
ments thereto; and (2) all substances, preparations, 
and devices intended for use in the cure, mitigation, 
treatment or prevention of disease in man or other 
animals; and (3) all substances and preparations, 
other than food, and all devices, intended to affect 
the structure or any function of the body of man or 
other animals.” 


The definition varies only slightly from that in 
the so-called Tugwell bill. 


The bill introduces into its terms the definition 
of a cosmetic. It lays down fairly rigid rules about 
advertising, not only in the matter of labels but also 
in any of the advertisements of the products. It goes 
at great length into the definition of the term “adul- 
teration.” 


The term “misbranded” is used freely through- 
out the bill, and misbranding, in a long definition, is 
defined as applying to statements upon the package, 
or the label of the original unbroken package, or in 
any other literature which accompanies the package. 


In the matter of pure foods, the Secretary of 
Agriculture is to be authorized to establish a stand- 
ard of quality for the containers of such foods and 
a standard of statement to be placed upon such con- 
tainers. 


The bill provides that before the matter may be 
taken into court by the Secretary of Agriculture, he 
must first afford the accused the opportunity to fur- 
nish evidence to justify the representation of thera- 
peutic or curative value made upon any drug ques- 
tioned by the Secretary of Agriculture. 


In the matter of false advertising, the Depart- 
ment of Agriculture is directed to hold a hearing to 
determine whether or not the advertisement in ques- 
tion conveys a false representation and the Secretary 
is empowered to issue a desist order in case such 
advertising shall be found to be false. 


Altogether, the bill is much less obnoxious than 
the bill upon the same subject introduced into the 
Senate. The definition of the term “drug” is still 
substantially the same as in the original Tugwell bill. 
The bill proposes further to complicate the bureau 
work of the Department of Agriculture and appar- 
ently does little to strengthen the law already in ex- 
istence governing the distribution of food and drugs 
in this country.—R. C. McC. 
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CASE HISTORY AND DISCUSSION—VI 

This is the sixth in a series of case histories pre- 
sented with a view to stimulating more studious 
search for the basic lesions in puzzling cases. Each 
patient has previously had osteopathic care. Each 
report tells what was found, what was done, and the 
results. The late Russel R. Peckham wrote more or 
less positive explanations based upon the known foun- 
dations in anatomy and physiology. 

The patient in this case was a man 55 years of 
age. The chief complaint was neuralgia in the right 
occipital area, with the pain, when severe, extending 
over the top of the head and affecting the right eye. 
This condition had existed for three months. The 
family doctor had prescribed codeine, which the 
patient had taken daily. He had derived some benefit 
from previous osteopathic treatment. An ear, nose 
and throat specialist had examined his sinuses and re- 
ported them negative. This specialist advised the con- 
tinuation of codeine. 


The patient was referred to me. Lesions were 
found as follows: The occiput was posterior on the 
right; mobility, zero; tissue resistance, plus three; 
tenderness, plus one. The first and second ribs on the 
right were displaced upward; mobility, minus one; 
tissue resistance, plus one; tenderness, plus three. 


Treatment was directed to normalizing the occi- 
pito-atlantal articulation and reducing the rib lesions. 
The muscles and ligaments in the suboccipital region 
of the neck were stretched and relaxed. The occiput 
was drawn forward on the right. The first and sec- 
ond ribs were depressed and the surrounding tissues 
relaxed. Following the first application of this treat- 
ment the patient was entirely relieved of the con- 
dition, 

Considering the anatomy involved in this case, Dr. 
Peckham believed the pain was due to a scalenitis and 
a myositis of the other deep muscles in the upper cer- 
vical region, especially those through which the pos- 
terior divisions of the upper four cervical nerves 
emerge. 


Upper rib displacements and cervical lesions 
bring about marked myositic changes which, through 
pressure upon the emerging nerves, might account for 
the pain extending upward from the posterior part 
of the scalp. A humble illustration will suffice: 
recall the sensory result of a blow to the ulnar nerve 
at the elbow. The sensation extends along the course 
of the ulnar nerve to the medial side of the forearm 
and hand, and the conscious interpretation suggests 
irritation of the nerve endings in that region, even 
though no such injury has occurred. It is important 
in this connection to point out that laboratory find- 
ings relative to nerve fiber function indicate that this 
phenomenon cannot take place. However, it is 
doubted whether or not any individual who has ex- 
perienced the sensation denies its existence. This 
point is emphasized because many informed students, 
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well grounded in scientific data pertaining to the 
physiology of nerve tissue, might be inclined to dis- 
count the possibility that nerve pressures could bring 
about the symptoms in cases of the type suggested by 
this case history. 

However, the above explanation does not com- 
pletely account for the symptoms noted in the case 
history, because the cervical nerves extending upward 
over the scalp do not extend forward to or into the 
orbit. If an explanation exists for this relationship, 
it probably is to be found in a better knowledge of 
referred pain. On this basis, synaptic connections 
in the brain stem might account for the ocular dis- 
comfort. Such connections in the central nervous 
system as would relate the somatic tissues in the cer- 
vical region to the cerebral sensorium for the orbital 
content, have not been demonstrated nor described. 


AMERICAN OSTEOPATHIC FOUNDATION 253 


In the absence of scientific support, their existence is 
conceivable on a basis of clinical experience, since 
incomplete scientific data does not deny their pos- 
sibility. In this connection, attention is again called 
to the phenomenon of the “funny bone” which is an 
accepted fact in spite of the presence of voluminous 
contradictory scientific evidence. If the unsupported 
hypothesis of referred pain is tenable, the inflamma- 
tion in the cervical somatic tissues might be the origin 
of the stimulus resulting in the appreciation of pain 
in the orbital cavity.— Perrin T. Wison. 





Mr. David Sherwood Hulburt, father of Ray G. 
Hulburt, died January 14 at Athboy, South Dakota. 
Mr. Hulburt would have been ninety-one years of 
age in April. 
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POOLING OUR RESOURCES* 


R. H. SINGLETON, D.O. 
Cleveland 


It would require unusual fortitude to talk about 
pooling our resources, if we were to confine our dis- 
cussion to the little change that you and I have left in 
our pockets. But there are resources, and resources— 
resources intellectual, resources professional and resources 
of good will which we have not yet liberated for pooling 
purposes. 


Within our profession are great stores of informa- 
tion pertaining to health and disease that should be 
brought to light and that can be made common knowledge 
to the man in the field, throurh the organization of state 
lyceum bureaus. 


There are great resources in the art of applied oste- 
opathy that should be directed to the benefit of the public 
and that can be so directed through the establishment 
of osteopathic dispensaries at suitable population centers, 
and of osteopathic maternity hospitals. 


And again there are great financial resources com- 
paratively untouched in the public good will which oste- 
opathy has established through more than fifty years of 
service. 


The time has arrived when we must pool these re- 
sources for the benefit of the individual practitioner and 
of the public at large, and for the advancement of the 
profession as a whole. 


To the advantage of the individual practitioner we 
now have the various postgraduate courses offered by our 
colleges. I understand that there is a movement now on 
foot to establish a much needed postgraduate college. 
This will be accomplished when sufficient resources be- 
come available. 


The establishment of osteopathic lyceum circuits in 
each of the states will go far toward disseminating the 
intellectual resources of our best minds for the benefit 
of the individual practitioner. Eight states now have 
such bureaus and when similar organizations become 
general, we shall have available for personal demonstra- 
tion the best in approved and standard methods of technic. 
We can have on our circuit instructors setting forth the 
latest results of our research laboratories. 


The advantages of the state lyceum bureau are that 
the presence of the occasional outside speaker will have 
a tendency to vitalize the local organization, and a mul- 
titude of active local societies will make for a vitalized 


*Delivered before the 37th A.O.A. Convention, Milwaukee, 1933. 


profession. The local society is the natural point of con- 
tact between the profession and the public. 


A national lyceum bureau will naturally follow when 
our state bureaus are well. under way. As evidence of 
the need for a national bureau, let me say that Wallace 
Pearson last winter made one trip from Cleveland to 
Florida and return and four trips to the east coast and 
return, all separate appointments, costing the local socie- 
ties much more than if Dr. Pearson had been properly 
routed by some national bureau. This condition obtains 
more or less throughout the country. 


There is a vast field for the application of osteopathy 
to the benefit of the public in the establishment of osteo- 
pathic dispensaries. About a year ago there was offered 
to the trustees of the Foundation a plan for organizing 
and maintaining a chain of osteopathic dispensaries in 
the large cities of the country under the auspices of the 
Foundation. This plan, which we have taken steps to 
apply in Cleveland, is roughly as follows: 


Let each city where there are ten or more osteopathic 
physicians put on a campaign to raise about fifteen thou- 
sand dollars for a dispensary fund, this fund to be held 
in trust by the Foundation and to be drawn upon as 
needed by the state organization for the establishment 
and for the maintenance of the dispensary. Fifteen thou- 
sand dollars is too small an amount to interest the aver- 
age professional fund-raising organizati~n, but there is a 
way to handle such a campaign at comparatively little 
expense. 


The plans call for a dispensary preferably located in 
a suitable dwelling, properly equipped to keep careful 
records and to cooperate with the Research Institute in 
developing a special research program. 


There should be two separate organizations in con- 
nection with the dispensary: One entirely professional, 
which would have complete charge of all professional 
activities; the other an auxiliary, the head of which should 
be some prominent woman. This auxiliary should have 
charge of all the financial business and publicity work 
in connection with the clinic. 


In order to minimize local friction and facilitate the 
carrying on of definite clinical work, and in order to give 
a certain stability to the organization, it should be under- 
stood that the dispensary was operating under the aus- 
pices of the Foundation. Fortunately a great deal has 
been learned regarding the technic of operating success- 
ful dispensaries during the past ten years, and we are 
in a position to avoid many of the pitfalls. 


It is recommended that the smallest unit have at least 
one general utility secretary who would have full charge 
of all non-therapeutic activities including the making of 
appointments and the investigation of the circumstances 
of those who apply for treatment. This latter study 
should be made with care so as to preclude the possi- 
bility of treating those who are really in a position to 
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Composite picture of some of Wichita's hotels. The Allis Hotel, 
which will be headquarters for the 1934 convention, is in the upper 
left-hand corner. 


pay the regular fee. This secretary would also keep all 
records and bring about an orderly operation of the 
undertaking. The addition of a nurse and a welfare 
worker would naturally follow as the duties increased. 


Experience has shown that it is best to pay some 
young practitioner a small salary to act as interne and 
to be in attendance during all dispensary hours. A staff 
of older physicians would, of course, make examinations 
and diagnoses and direct the work to be carried on by 
the younger doctor. 


Through dispensaries operated for the benefit of the 
public, organized osteopathy will have an ideal avenue for 
making contact with philanthropically-inclined friends. 
Visualize, if you will, a chain of twenty such organiza- 
tions operating under a uniform plan of case-recording 
and research-functioning, and representing osteopathy in 
its greatest field of public service. Such attainment will 
go far toward giving osteopathy the kind of publicity it 
justly merits and will go far toward directing to us 
the resources we need to maintain our institutions in use- 
fulness. 

Dispensaries maintaining out-patient departments of 
obstetrics, by their results, will naturally lead to a demand 
for maternity hospitals, 
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At the Detroit Convention there was given a report 
of the obstetrical survey carried out by S. V. Robuck 
under the auspices of the Foundation. This survey 
which included more than 13,000 cases, made a startling 
revelation of the potency of osteopathic therapy in the 
preservation of the lives of mothers and their babes. 


It was discovered that under osteopathic care the 
mortality rate for mothers was but 2.7 per thousand, as 
compared with an allopathic mortality of 68 per thou- 
sand, or about 24% times more under allopathic care; 
and that our neonated deaths were approximately 13 per 
thousand as against 48 per thousand under allopathic 
care. With such records to our credit we have confidence 
in presenting our cause (which is the common cause 
of public welfare) to our better-to-do patients. 


As we pool our resources in the art of applying 
osteopathy for public good through the agencies of dis- 
pensaries and hospitals, we automatically open up chan- 
nels through which our friends can join in assisting a 
worthy cause. 


At the past three conventions—Philadelphia, Seattle 
and Detroit—there have been held a number of confer- 
ences directed toward devising plans for diverting some 
of the vast credit that osteopathy has established with 
the public, into tangible form. 


During the past year H. E. Lamb, acting as secre- 
tary of the Publicity and Fund-Raising Committee of the 
A.O.A., has completed a painstaking survey of the finan- 
cial needs of osteopathy and of the approved methods 
of securing funds on a large scale. He has come to the 
conclusion that one of our first requirements is a care- 
fully prepared case-book, a treatise setting forth the work 
our institutions are doing, and making clear wherein the 
public can find ample outlet for philanthropic gifts. This 

case book no doubt will eventually be at the disposal of 
the Central office. 


In view of the fact that economic conditions do not 
at present warrant an extensive public campaign, we may 
well direct our attention to making contacts with the 
many friends of osteopathy. 


It is safe to say that our 8,000 practitioners have at 
least an average following of 100 appreciative friends 
each; those in practice but a short time not so many, the 
older practitioners naturally many more than this. It 
is not unreasonable to expect that there are one or two out 
of that hundred who are comparatively free from de- 
pendents and who are well-to-do. If each practitioner 
would carefully canvass his field and send to the Founda- 
tion Secretary the most suitable name in his acquaintance, 
those 8,000 names on file with the Foundation would result 
in the final establishment of a sufficient endowment to 
assure the perpetuity of our institutions. 


Our plan of action is as follows: 


You send to the secretary of the Foundation at the 
Central office the one or two select names in your fol- 
lowing. From time to time we will send these individuals 
educational literature showing what osteopathy has ac- 
complished and what it will be able to accomplish with 
greater resources. 


Probably our first approach will be through the 
booklet “Good Deeds That Live After Us”. Later we 
may send a copy of OsTEopATHIC MAGAZINE in which there 
will be an article on the Foundation, outlining its pur- 
poses. The aim of such literature will be to make your 
patient a greater believer in osteopathy and its under- 
takings and to create in him a desire to take part in this 
great movement. The ultimate aim would be to cultivate 
the acquaintance of certain of the individuals with a view 
to securing large donations. It is chiefly through such 
dignified contacts, intelligently directed on your part, that 
we can be assured of adequate public support. 


The money positively is to be had. Since 1920 the 
average yearly gifts for health charities, through pros- 
perity and through depression, have been over $200,000,000. 
Our rightful share of this is $10,000,000 a year, and we 
will get a good part of that when you and I form the 
contact habit and send in to headquarters the needed 
names. In the highest sense we shall be pooling our 
resources for the benefit of our fellowmen. 
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CONVENTION DEVELOPMENTS 


Wichita, Kansas July 23-28 


In addition to the commercial exhibits, there will be 


CONVENTION EXHIBITS 


The Forum, Wichita’s convention hall, offers ample a large educational exhibit, which will ae the center 
accommodations for our convention exhibitors. Exhibit ©! the exhibit hall, and will consist of displays by osteo- 
space will occupy the Rose room on the second floor, pathic colleges and institutions, and by many individuals. 
and immediately adjoins both the auditorium, where the Elaborate plans are under way which will be announced 
general sessions will be held, and other large rooms’ more fully at a later date. 


where section meetings will be held. 
A chart and price list of the exhibit 
space is shown on pages 256-257. 

Already many spaces have been 
sold. There has never been an A.O.A. 
convention in the Dakotas, Nebraska, 
Kansas, Oklahoma or Texas and 
there are many doctors in that area 
who have not been attending the 
conventions in other localities. Con- 
sequently, this meeting will afford an 
opportunity for exhibitors to contact 
hundreds of doctors whom they have 
not before been able to reach. 

Members can render much yalu- 
able assistance by encouraging firms 
with whom they do business to ex- 
hibit with us. All prospects should 
be referred to the Central Office for 
full information. 





One of Wichita's Beauty Spots. 






























































CONVENTION HOTELS 

Wichita hotels have approximately 1,630 rooms available for convention purposes and can accommodate 
approximately 3,000 guests. 

More than 75% of the rooms in the larger hotels have been priced at from $1.50 to $2.25 a person a 
day. Less than 25% are priced at $2.50 a day and up. A limited number of suites and special accommoda- 
tions are available at a slightly higher rate for those who may desire them. The following table offers 
interesting information: 

BLOCKS 
FROM 
CONVENTION NO. OF SINGLE ROOMS WITHOUT DOUBLE ROOMS WITHOUT 
_ Hi AL -L N AME ROOMS WITH BATH BATH WITH BATH BATH 
roa Allis (Headquarters) 350 $2.50 to $4.00 None $4.00 to $5.50 None 
Twin beds and bath (double) 5.00 to 6.00 
3. Broadview _ - 250 2.00 to 3.50 None 300 to 5.00 None 
(Free garage) 
a 5 Lassen ~~ 350 2.50 to 4.00 2.00 3.00 to 5.50 3.00 ai 
Twin beds and bath (double) 2.50 to 3.50 
| - Acacia er ~ 150 1.25 2.50 2.00 = 
a 3 Bowers oe <: to 1.00 7 2.00 1.50 7 
8 Commodore (Apt.) ~~ 110 2.50 to 3.00 None 50 extra per ~ None 
person 
— 1 Coronado °° £448 «(2.50 to 1.75 1.25 to 1.50 2.00 to 2.50 1.50 to 2.00 
5 ~~ Eaton _ ~~ 100 1.50 1.00 : 3.00 to 4.00 1.50 bi 
a _ Hamilton _ 75 1.50 to 2.00 1.00 to 1.25 2.00 to 2.50 1.50 to 1.75 
~ ~ Kersting 60 2.00 to 3.00 None 3.50 to 5.00 : None 
- 5 LeRoy en 1.50 an 1.00 to 1.25 2.00 ~~ 1.50 to 1.75 
~ 3 McClellan 100 1.50 None 2.00 ~ None 
aa | Pacific oo 60 1.50 1.25 ~ 2.00 — 1.50 
am Savoy 36 1.50 to 2.00. _——s«s?$$.99 to 250 ~~ 
i Skaer 60 1.25 to 1.50 cS) cae 
ite 8 Stratford-Arms 30 2.00 2,00 to 4.00 malt 
a: . Shirkmere (Apt.) _ Small apartments, 2.50 for two; large apartments, 3.00 for two 
5 Wichita Club 25 __ 2.00, 3.00 ca eer. ae ee 
rena Elks Club 25 _ - 
7 ¥.2.C A. 30 Shower in .75 to 1.00 _ 50 to .75 each 
each hall 2.75 to 3.25 2.25 per week 
per week 
a | t..cu 40 Bath in 75 5) to .60 each 
each hall 
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MAKE YOUR RESERVATIONS EARLY 
Estimated attendance, 1!,200 








Address all communications to 


AMERICAN OSTEOPATHIC ASSOCIATION, 430 N. Michic 

















RAMP DOWN (CLOSED) 
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Dr. Clayton N. Clark Rates for Space 
Exhibit Manager NO. SIZE RATE 
ichig | 1 Avenue, CHICAGO Tx 8 $135.00 
2 7x 8 125.00 
3 8x 6 55.00 
— 4 8x 6 80.00 
° 5 8 8 135.00 
6 10x10 190.00 
MEETINGS —s + 10x10 195.00 
2 LAVATORY 9 10x10 165.00 
— 10 10x10 150.00 
rT 10x10 150.00 
’ 12 10x10 150.00 
—-)_——— 13 10x10 150.00 
a 14 10x10 150.00 
15 10x10 150.00 
16 10x10 150.00 
17 10x10 165.00 
- 18 10x 8 145.00 
yao 145 47° 5 19 10x 8 135.00 
10 20 10x 8 145.00 
41 42 * E 21 10x10 155.00 
= S 22 10x10 140.00 
= —, 23 10x10 140.00 
= 24 13x13 185.00 
| ~«@ * po 25 10x 9 140.00 
se 26 10x 8 135.00 
47 27 10x 8 130.00 
rs‘ 29 lor 8 130.00 
10x 8 . 
n 0 fers si so 30 10x 8 130.00 
46 |. 46 3 31 10x 8 135.00 
2 32 10x 8 145.00 
Rates _ —— E 33 10x 9 140.00 
g 34 10x10 155.00 
35 10x10 140.00 
i 36 10x10 135.00 
37 10x10 135.00 
38 10x10 135.00 
39 10x10 135.00 
40 10x10 135.00 
CORRIDOR UNDER AROADIA THEATRE 4 10x10 135.00 
oD & BALCONY GENERAL SESSIONS 42 10x10 145.00 
prepay Mars, cen A 43 10x10 170.00 
: TECHNIC SECTION “4 10xt0 160.00 
45 10x10 180.00 
46 & 8 130.00 
e. 47 8x 6 75.00 
8x 6 50.00 
aif rate} lus 10°/,. pe 8x10 100.00 
of ” 50 10x10 150.00 
el OR P 51 10x10 135.00 
y requir | nents and 7 z 52 10x10 125.00 
5 3 53 10x10 125.00 
1. 6 4 54 10x10 125.00 
Il dock } i to every ded ge 55 10x10 125.00 
ll be m} led every 56 Reserved 10x 9 100.00 
atlas 4, 57 ox 8 85.00 
‘ fe 58 6x 6 60.00 
> 59 bx 6 60.00 
3 ° 60 bx 6 60.00 
SS 7S él 6x 6 60.00 
= g 62 bx 8 80.00 
, ve se fe 63 141/ox10 150.00 
64 10x10 175.00 
1) 10 9 re 8 65 10x10 145.00 
s 66 10x10 145.00 
ated — aval ~ do 67 10x 8 130.00 
68 10x10 165.00 
69* 10x10 165.00 
70* 10x 8 135.00 
SS 71* 10x10 150.00 
72* 10x10 150.00 
73* 10x10 175.00 
——— 74* 10x10 165.00 
RAMP DOWN TO STREST ENTRANCE : LADIES 75* aon toy 
a LAVATORY 76 145.00 
OSTEOPATHIC WOMEN'S 77* 10x10 : 
78* 18x16 225.00 
a ae ASSOCIATION eSpaces 69 to 78 inclusive mel tor One 
1 $s 
~ oe ' ee ee fe al exh 
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Department of Professional Affairs 


JOUN E. ROGERS, Chairman 
Oshkosh, Wis. 





BUREAU OF PROFESSIONAL EDUCATION 
AND COLLEGES 
JOHN E. ROGERS, Chairman 





DR. McCAUGHAN’S TWENTY POINTS* 

In THE JourRNAL for January, 1933, Dr. McCaughan com- 
mented editorially upon the final report of the Commission 
on Medical Education under the chairmanship of A. Lawrence 
Lowell, former president of Harvard University. Dr. 
McCaughan set down a list of twenty defects in medical edu- 
cation, set forth in that report, and suggested that we look at 
our own institutions to see whether we are guilty of any or 
all of the same faults. 


Immediately after the editorial appeared I sent copies of 
it to the deans of the osteopathic colleges, and asked them to 
discuss the points at faculty meetings. From one college | 
received a report of the reactions of individual members of 
the faculty to each of the twenty points. From each of the 
other colleges I received the reaction of the school as a unit. 
In all cases two facts weré recognized: That medical edu- 
cation must undergo a change, and that osteopathic education 
is profiting by allopathic experience. 


Excerpts from some of the letters are quoted here: 


“These were criticisms, of course, of [allopathic] schools 
and their work and to a certain extent, the criticisms apply to 
our osteopathic schools, though I think this school is fully 
cognizant of its weaknesses and we do not feel guilty of a 
number of the counts mentioned in the paper. We propose to 
consider these points very carefully in the reorganization of 
our work for the coming winter.” 


“We feel that the points that they have brought out rela- 
tive to their education are the very things that have made 
osteopathic colleges and practitioners a success. In other 
words, the important didactic work was covered in detail, 
also in the light of practical application, also in teaching in a 
manner to graduate general practitioners capable of taking 
care of all phases of practice and not majoring in the 
specialities.” 

“Most of the accusations are to the effect that medical edu- 
cational methods are ‘getting mouldy’. Osteopathic education 
escaped some of this because of rapid advances in osteopathic 
thinking, necessitating rapid changes and versatile organiza- 
tion.” 


“A year’s more work, (a) six months intern and (b) six 
months extern, would be valuable in creating a practical 
family physician.” 


“Our consideration of these questions is based, naturally, 
on how they apply to our own institutions.” 


A survey of these reactions to Dr. McCaughan’s twenty 
points leads to the conclusion that just as the osteopathic pro- 
fession is a protestant in the field of therapy, so it must also 
be a protestant in the field of educaticn. In many major re- 
spects the problems confronting osteopathic educational au- 
thorities differ from those before educators of the so-called 
orthodox school of medicine. Most radically different are 
the problems of obtaining an adequate student body, of main- 
taining facilities for teaching that body, of providing interne- 
ships or their equivalent, and of maintaining proper research 
activities. 


EDUCATIONAL PROBLEMS AND MISTAKES 


These problems are continually changing. They have 
changed markedly in a brief period of years. As I look back 
through my successive experiences as a college student, a 
university student, a secular college teacher, a professional 
student, a professional instructor, and finally as an official 
visitor of the A.O.A., I can see distinct changes in educational 
ideas. Educators, and not osteopathic educators alone, have 
arrived at the conclusion that educational problems cannot be 
isolated into a group of problems of professional training. 
Courses now must orient the student to new social as well as 
to professional conditions. 
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The changes in industry, methods of transportation and 
distribution of population; the continuous elevation of stand- 
ards of living; the new public consciousness in matters of 
health; changes in conditions of employment, in the problem 
of the ’ purchase of medical services, and the grouping of in- 
dustrial, political, educational, and other employees for col- 
lective wage bargaining—all these conditions put an entirely 
different aspect upon the problems of professional education, 
as compared with what they were a few years ago. 


THE OBJECT OF EDUCATION 


It seems to me that our allopathic colleagues are mistak- 
ing the end result of education. I cannot convince myself that 
for one to be a good physician he must have an almost un- 
limited knowledge of chemistry, physics, and biology, and 
their relation to the phenomena of disease, nor that the grad- 
uate must possess a grasp of the social and economic factors 
which are influencing the methods of dealing with disease. 
Neither is it fundamentally necessary that the candidate pos- 
sess a wide familiarity with literature. These things are 
certainly to be desired, but are not essential. 


The essential preparation for the profession, it seems to 
me, includes a personally supervised experience with persons 
who are sick. This experience equips the student to evaluate 
evidences of disease; it teaches him to discriminate between 
the essential and the nonessential, the false and the true; it 
gives him the ability to coordinate clinical findings; it aids 
him in gaining a proper perspective of the human and emo- 
tional aspects of sickness. The power to practice the healing 
art can be gained only through the intimate relationship be- 
tween student and master clinician. Such a relationship will 
encourage the student and will gradually give him that elu- 
sive talent we call the art of healing. 


The object of our osteopathic schools is to give the 
student the knowledge and skill necessary to become a gen- 
eral practitioner; the hope of our schools is that the student, 
after graduation, will continue to study, will grow as his 
science grows, and will not only give his patients the best 
that practical osteopathy has to offer, but will also make 
additions to the science of osteopathy. 


To realize this object and this hope, schools must offer 
the knowledge and skill that will equip general practitioners, 
and must create in the student the habit of critical study, and 
a desire to add to the science_of osteopathy by association 
with the work of the faculty. Schools must establish in their 
clinics a sense of obligation to the patients. Lastly, they must 
demand of each student some independent scientific work un- 
der faculty supervision. 


This leads me to the statement that the best means of 
developing clinical ability, sound judgment, and intellectual 
strength is to promote individual study of a definite problem. 
This method demands that the student make carefully and 
logically planned experiments, and from them evolve his solu- 
tion. This plan will produce physicians with the desire and 
ability to develop osteopathic knowledge. It seems to me 
that this is the end toward which we should be working. It 
is in the hands of such men and women that we should place 
the future of osteopathy. 


In this connection, may I say in passing, that I believe 
one of the requirements for graduation should be the presen- 
tation of a written thesis. It should present some original 
work in some phase of osteopathy; it should give an account 
of the student’s work, the results and the conclusions. 


DISCUSSION OF THE TWENTY POINTS 


I believe, in connection with any discussion of educational 
problems, we should take up, one by one, Dr. McCaughan’s 
twenty points, even though the reactions of the colleges 
showed a divergence of opinion. This divergence is, to me, 
distinctly encouraging; we must, by keeping ever at the prob- 
lem, chart our own educational course. We must not be 
dominated by the legislatures; we must give our students 
the kind of educational program that will dominate legisla- 
tures. We should be so far ahead of all legislative require- 
ments that we could force stricter statutory provisions and 
thus protect ourselves against a lowering of educational and 
professional standards with the consequent lowering of public 
opinion. This brings me once more to my statement that we 
are protestants in the field of therapy, and so must necessarily 
be protestants in the field of education. Followi ing is a brief 
discussion of the twenty points: 
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Point 1. Instruction in too many subjects in too great 
detail. Comment: Are not many details of inorganic or or- 
ganic chemistry taught to help pass state board examinations, 
rather than to help make the student a competent doctor? 
There may be other subjects so taught. 


Point 2. Dependence on sheer memory, instead of de- 
velopment of reasoning power. Comment: I know that all are 
agreed on this point and I am sure that all will plead 
“crowded curricula.” The fact still remains, however, that 
there must be development of reasoning power. How can it 
be brought about? 


Point 3. Topics often presented from the standpoint of 
too much technical detail. Comment: I believe that in many 
cases this point is true, and yet I can see state board exam- 
iners again entering the picture. For instance, some person 
on the state board will want the applicant to know enough 
laboratory technic to run a public health laboratory. 


Point 4. Too much emphasis on laboratory work, and on 
routine experiments therein. Comment: I think in some in- 
stances our people probably are not guilty. Yet, they have 
been accused of the opposite. 


Point 5. Clinical instruction often focused on rare and 
serious disease, requiring specialistic laboratory diagnosis and 
treatment. Comment: Probably our people are not guilty. 
Perhaps in some instances they are guilty of too little mate- 
rial of the sort that should be presented; e. g., the infectious 
diseases. 


Point 6. Too much emphasis on specialized services. 
(Students obtain erroneous ideas of medical problems.) Com- 
ment: I would say emphatically, “not guilty.” 


_Point_7. Tendency to diffuse responsibility for care of 
patient. Too many specialists. Comment: Probably again, 
as far as our schools are concerned, “not guilty.” 


_ Point 8. Departmental independence makes for disorgan- 
ization of study. Comment: This point is truer in some 
osteopathic schools than in others. 


Point 9. Lack of attention to the public relations side 
of medical practice. Comment: There is no question of the 
truth of this point. 


Point 10. Diversion from the old highly effective appren- 
ticeship plan of education. Comment: There certainly is a 
diversion, and there is plenty of argument as to whether or 
not the old plan was effective. I, personally, believe that the 
old apprenticeship plan was highly effective. If I may reit- 
erate, I am thoroughly sold on the preceptor method of 
teaching. I believe it could be worked out effectively in our 
institutions. 


Point 11. Breeds lack of confidence in ability to practice 
without assistance from laboratories, specialists, hospitals, 
etc. Comment: I believe that this point is less true in our 
schools except, possibly, as it relates to surgery. 


Point 12. Too great standardization of curricula. Com- 
ment: This is a moot question, and arguments can be made 
for and against it. 


Point 13. Too little personal contact between teacher and 
student. Comment: In my contact with osteopathic schools, 
I have found that in some institutions this is correct and in 
others is not correct. 


Point 14. No time in the crowded curriculum for free- 
dom of reading and thinking. Comment: Absolutely correct. 
I believe that faculties should encourage our students to read. 
I am still sold on the idea of special projects for students. 


Point 15. Too much emphasis on attendance; not enough 
on achievement. Comment: I do not believe this is so. 


Point 16. Too many departmental examinations and too 
few comprehensive examinations. Comment: This is probably 
true. However, I believe from observation that there is a 
tendency to get away from just this thing, and I believe it 
should be encouraged. 

Point 17. Too much specialized training in undergraduate 
hours. Comment: This is not true in any osteopathic school. 

Point 18. Too much rigidity and uniformity in medical 
education (See 12.) Comment: This again is a moot ques- 
tion. I would not care to go on record as agreeing with the 
criticism. 
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Point 19. Too little consideration of the individual qual- 
ifications, aside from scholastic qualifications, of 2 
Comment: I think this is true. It is hard to admit it. I really 
believe that osteopathic students should be selected. 


Point 20. Medical education not maintaining pace with 
other university courses in following out modern pedagogical 
trends. Comment: I believe this is true. It is hard to admit 
this also, but perhaps there is more excuse on account of 
lower standardizations. 


TRAINED LEADERSHIP 


In closing, I want to say that if the hope of democracy 
is in trained leadership, the hope of the osteopathic profes- 
sion is also in trained leadership. The osteopathic profession 
has acquired the essential knowledge; it has a personnel able 
to make a vital contribution to public welfare. Now it must 
provide leadership to make that contribution possible. This 
must be done through thorough graduate and postgraduate 
education, professional organization, and an unselfish and 
courageous policy. 


The responsibility of osteopathic education is ours. We 
must strike a new path. We must profit by the criticisms 
offered in Dr. McCaughan’s twenty points, as well as by crit- 
icisms and mistakes that have not been recorded. We must 
establish standards in osteopathic education that will com- 
mand the respect, not alone of students, but also of legisla- 
tive bodies, the public, and the scientific world. We must 
have standards that will have no need for comparison with 
other educational systems and that will be able to create their 
own rights and privileges. We are representatives of a pro- 
fession that for fifty years has been a protestant in the field 
of therapy. It must also be a protestant in the field of edu- 
cation. 
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WHAT THE A.O.A. WILL REQUIRE OF TEACHING HOSPITALS 
(Continued from the January Journal) 


In the January JourNAL we established the fact that 
there must be drawn a dividing line between (a) osteopathic 
hospitals which are recognized as meeting minimum stand- 
ards for registration with the Bureau of Hospitals of the 
A.O.A, and (b) those hospitals (teaching hospitals) ap- 
proved for the training of interns or for residencies in the 
specialities. We enumerated the requirements for the first 
group; now we will proceed to the consideration of basic 
requirements for the second group. 


RECORDS 


First comes an analysis of the importance of keeping 
accurate and complete records. From the start it may be 
asserted that any hospital asking for inspection with the 
idea of having its name added to the approved list will be 
judged primarily on the completeness of its record system, 
and the thoroughness with which the various component 
parts are elaborated. 


It must be understood, however, that there is nothing 
arbitrary in the matter of records. No particular system or 
set of forms is recommended, since requirements are not 
the same under varying circumstances. 


For general purposes, case records are considered com- 
plete if they include identification data; complaint; personal 
and family history; history of present illness; physical ex- 
amination; special examinations, such as consultations, clin- 
ical laboratory, x-ray and others; the provisional or working 
diagnosis; general or surgical treatment; gross and micro- 
scopic pathological findings; progress notes; final diagnosis; 
condition on discharge; follow-up and, in case of death, 
autopsy findings. 


The forms which make up the chart of a routine case 
consist of separate sheets, under such general headings as 
(1) admission, (2) history, (3) physical findings, (4) doc- 
tor’s orders, (5) nurses’ bedside notes, (6) progress and (7) 
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laboratory reports. We offer the following recommenda- 
tions for these sheets: 


1, Admission Sheet—Upon the admission of a patient, 
before professional examinations are made, some respon- 
sible person serving as admitting officer should place upon 
the records the date, name, and address of the patient, the 
file number and such other social data as may be deemed 
necessary by the individual hospital. The file number and 
name must appear upon all sheets needed on the case. Upon 
examination of the patient, the intern should record his own 
name and that of the attending staff physician upon the 
same sheet. Spaces should be provided also for the pro- 
visional diagnosis, the final diagnosis, transfer of the patient 
and the final results of the case. 


2. History Sheet.—On his first visit to the patient the 
intern should take full history, the type and scope of which 
shall be determined by the character of the case and by the 
rules of the staff. The general divisions of history taking 
comprise: (a) chief complaint—the patient’s statement of 
reasons (signs and symptoms) for seeking medical aid; 
(b) present illness—an orderly story of the onset and 
course of the disease; (c) past history—a summary of the 
patient’s life in its relation to the present condition; and 
(d) family history—chiefly seeking evidence of hereditary 
or infectious diseases. 


3. Physical Findings Sheet—The intern should be re- 
quired to make a complete physical examination. A detailed 
report of actual findings, by regions or systems, is desirable, 
but the type and scope of examination should be deter- 
mined by the character of the case. In case of urgency 
some of this must necessarily be postponed. However, the 
intern should place a provisional diagnosis at the end of his 
report, and after approval by his chief should also write it 
in the space provided for it on the first sheet. He should 
sign his report. The staff physician, accompanied by the 
intern, should carefully study the record made by the intern, 
should then examine the patient, should correct or amplify 
the history and physical findings submitted by the intern, 
and complete the record by countersigning it on a space 
provided for his signature. 


4. Doctor's Order Sheet—All directions given by the 
attending physician or by the intern, at his suggestion, which 
pertain to diet, osteopathic treatments, medication, etc., 
should be written. The orders should be initialed by the 
chief, or the intern making them. Telephone orders should 
always be given to the intern, written by him on the order 
sheet and initialed, with the explanation that it was a tele- 
phone order. The order sheet, in conjunction with the 
progress notes, definitely indicates the supervision over the 
case by the attending physician and his intern. 


5. Nurses’ Bedside Notes.——Supervision of the tempera- 
ture sheet, which includes temperature, pulse and respira- 
tion findings, and of the nurses’ record sheet does not fall 
directly within the province of the staff physician or intern, 
yet the systematic and detailed recording of these cardinal 
indexes of the patient’s condition are as important as other 
records, as far as indications of efficiency are concerned. 


6. Progress Sheets —The progress notes may be styled 
the telltales of professional care. Frequent notes by the 
intern, signed by the attending physician, should be made on 
all phases of the course of the disease. All significant 
physical changes, new signs and symptoms, complications, 
consultations, etc., should be noted. At the end of the 
progress notes should be written the physical status of the 
patient before discharge, the general condition of the patient, 
the specific condition for which he was treated, the instruc- 
tions for further attention, and the final signature of the 
staff physician for discharge, or that of the intern at the 
physician’s direction. 


7. Laboratory Reports—Report sheets from all labora- 
tories should be attached to the record while the patient is 
under treatment; such reports are to be signed by the chief 
of the laboratory and the original or copies of such reports 
are to remain in the laboratory. 


Obviously, dependent upon the character of the case, 
whether emergency, surgical, obstetrical, etc., other forms 
- and sheets must be included as component parts of the 
patient’s chart, over and above the routine records described 
above. These are as essential as the others to a clear, de- 
tailed picture of the patient and his condition from the 
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moment of admission to the point of discharge. Thus, when 
the occasion demands it, the following thirteen forms are 
included: 


(1) Special laboratory reports, (2) x-ray reports, (3) 
consultation sheet, (4) operative permit, (5) anesthesia 
form, (6) detailed operative report, (7) obstetrical history, 
(8) labor sheet, (9) baby sheet, (10) report of cause of 
death, (11) autopsy permit, (12) post-mortem report, (13) 
follow-up records. 


In the next issue we will analyze certain essential rec- 
ommendations in connection with each of these forms. 
E. GC. #H. 
(To be continued) 
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ARIZONA BASIC SCIENCE ACT UPHELD 


The first legal test of the recently adopted Basic 
Science law in Arizona has resulted in the upholding of 
the act. The attack was made on the ground that the 
election at which the people supported the measure by 
a referendum vote was not “a general election”. The 
superior court of Maricopa county held that the complaint 
did not state facts sufficient to constitute a cause of action. 

Information regarding the Basic Science examination 
in Arizona may be secured from Dr. G. T. Caldwell, 1848 
E. 3rd St., Tucson, president of the board. 


IDAHO PHYSICIAN EXONERATED 


George A. Aupperle, Idaho Falls, who was charged 
with causing the death of a girl, was completely exon- 
erated by a jury early in January. The evidence indicates 
that the attack on Dr. Aupperle was instituted and kept 
up purely as a matter of persecution. He was first 
charged with second degree murder and then with invol- 
untary manslaughter. The trial lasted four days and the 
jury is said to have decided on the first ballot, after less 
than an hour’s deliberation. 


OHIO BARBERS’ EXAMINING BOARD 


The attorney of the Ohio society reports that pro- 
tests have resulted in changing the policy of the Ohio 
Barbers’ Examining Board, which at first permitted only 
allopaths to examine barbers and beauty parlor operators 
as required under Section 9 of Amended Senate Bill No. 
129, recently passed, which requires that an application 
be accompanied by “the certificate of a licensed physi- 
cian”. The board has concluded on the highest advice 
that under the law osteopathic physicians also are entitled 
to make such examinations. 


CORONER IN WEST VIRGINIA 


George E. Eoff, Wellsburg, W. Va., reports that he 
has been reappointed to the office of Coroner for Brooke 
county for 1934. 


FEDERAL EXPERT WITNESS 


Sherman Opp, Creston, Iowa, was an expert witness 
on October 17 in the Federal Court at Creston, Iowa, 
in case No. 2305, in which a banker was convicted for 
violation of the Federal Farm Loan Act and embezzle- 
ment. Dr. Opp testified that he had treated the de- 
fendant following an automobile accident, in which the 
defendant had suffered a concussion and cerebral hemor- 
rhage, after which he was not thoroughly competent. The 
doctor reports that he had a tilt with the Federal attorney 
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regarding the efficacy of osteopathic treatment for mental 
cases, “but we convinced him that osteopathy has a place in 
the treatment of anything.” 


FEDERAL RECOGNITION OF OSTEOPATHY 


The Federal Emergency Relief Administration has 
given recognition to osteopathy in connection with the 
treatment of the indigent sick just as far as state laws 
will permit, as reported in various places in THE JOURNAL 
and THE Forum for recent months. (Jour. Amer. OSTEo. 
Assn., Oct., 1933, p. 69, 73 and later numbers). 


The Civil Works Administration, in connection with 
its employment of hundreds of thousands of workers over 
the country, has gone ahead under the discriminatory 
regulations which have long governed the activities of 
the United States Employees Compensation Commission. 
This gives no recognition to osteopathic treatment except 
as it is prescribed by an M.D 


The various divisional societies have made progress, 
some more and some less, in straightening out questions 
of local recognition. New York had recognition pretty 
well assured, under its Temporary Emergency Relief Ad- 
ministration, long before the Federal Emergency Relief 
work got under way. 


The Michigan society has an organization that is 
working splendidly. The state relief administration there 
on January 21 sent a letter to all county administrations 
instructing them to permit duly licensed osteopathic 
physicians “to perform professional medical services sub- 
ject to the restrictions of the law of the state of 
Michigan”. 


Pennsylvania is going right ahead in codperation with 
the state administration. 


The attorney for the Ohio society reports that the 
state administration is ordering the local county. admin- 
istrations to register and to permit patients to select 
osteopathic physicians, as they would select any other 
physician. Similar recognition has undoubtedly been se- 
cured in other states which have made less complete 
reports. 


MONTANA SUPREME COURT—TRAUMA CAUSES DISEASE 


George M. McCole, Great Falls, calls attention to two 
decisions recently rendered by the Supreme Court of 
Montana, showing the tendency of the state boards of 
Workmen’s Compensation and of the courts to recognize 
the part played by trauma in the production of disease. 


In the case of Moffett v. Bozeman Canning Co., No. 
7149, Supreme Court of Montana, appealed from the dis- 
trict court of Gallatin County, the claimant was a strong, 
able-bodied man twenty-four years of age, who was en- 
gaged in piling cases of canned peas, weighing approxi- 
mately forty pounds, in tiers until they reached a height 
greater than his own. In attempting to lift one such 
case, which was stuck to the one below it, he encountered 
a weight of eighty pounds when he expected only forty. 
He immediately felt pain in his right side and back, at 
the top of the ilium, and was unable to continue his labor. 
He was given lighter work for a time, but was forced 
to quit the employ of the company because of a condition 
diagnosed as paralysis agitans. 


Expert witnesses testified vaguely as to the causes 
of the Parkinsonian syndrome. The court said, “They 
frankly admit that they do not know, and the ‘authorities’ 
do not know what causes the disease.” One of them said, 
“The cause is absolutely unknown; there is none shown.” 
They quoted the authorities, however, in saying that this 
manifests itself after the patient has suffered from trauma, 
infection, or emotion, shock, grief, and the like. And 
therefore, “theoretically they give these various causes.” 


The court was somewhat caustic regarding the lack 
of knowledge of any “authority” as to the true cause of 
the condition, and therefore, as to the right of any physi- 
cian to testify as an expert in the case. It quoted with 
approval a statement from the Supreme Court in Utah 
(64 Utah, 176, 228, p. 753, 754.): “The testimony of these 
physicians that trauma may lead to or result in the dis- 
ease from which the applicant was suffering, considered 
in connection with the general condition of his health 
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at and prior to the date of the injury, and the further 
fact that there is no explanation of the cause of the dis- 
ease from other sources, in our judgment, is evidence 
sufficiently substantial and competent to sustain the deduc- 
tion . . . that the accident caused the affliction.” The 
Montana Supreme Court therefore supported the judg- 
ment in the claimant’s favor. 


In the other case, Williams v. Brownfield-Canty Car- 
pet Co. et al., No. 7160, Supreme Court of Montana, 
appealed from the district court of Silver Bow County, 
a man slipped and fell on icy steps, striking his back and 
the back of his neck. He died a few days later from 
what was diagnosed as streptococcic meningitis. The 
Industrial Accident Board concluded that the fall either 
directly brought about the death or was the cause of 
weakening the condition of his head to such an extent 
that the disease developed that killed him. The lower 
court sustained this opinion over the assertion that it 
was “based upon conjecture, speculation, and surmise” 
and the supreme court also upheld it. 


MICHIGAN BOARD’S POWER OF REVOCATION 


The osteopathic state board in Michigan has the 
authority to suspend or revoke an osteopathic license 
for criminal practice which has not been reviewed by 
civil authorities, or for unprofessional conduct after due 
hearing and with a majority vote of the board members 
in favor of such action, according to an opinion of the 
Attorney General of Michigan, issued on November 15 
to F. Hoyt Taylor, Lansing, of the Michigan board. The 
Attorney General said: 


“IT am of the opinion that the board which grants the 
license has the power to suspend or revoke the license 
for just cause. The mere act of the board would not 
be sufficient to suspend or revoke a license, but the act 
of suspension or revocation would necessarily have to be 
based on proven facts.” 


This supersedes a previous opinion that the board 
lacked such specific power. (Jour. Am. Osteo. Assn., Jan., 
1932, p. 186.) 
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THE PROBLEM OF PAIN* 
WALLACE P. MUIR, D.O. 
Mattapan, Mass. 


There are seven major symptoms which the sufferer 
from rectal disease considers sufficiently severe to require 
the help of a physician. They are (1) pain, (2) bleeding, 
(3) protrusion, (4) itching, (5) discharge from or near 
the anal opening, (6) marked constipation or cessation of 
the bowel movements, (7) persistent diarrhea or the pas- 
sage of blood and mucus. However, a person suffering 
from protrusion, itching, discharge, constipation, or 
diarrhea will often postpone his visit to the doctor for a 
very long time after its onset. Pain and bleeding are the 
symptoms which will alarm the average person, and send 
him posthaste to his doctor for relief. Some persons will 
tolerate considerable, even profuse, bleeding from the 
rectum before they feel that they need assistance, but 
when pain is added, that is another story. 


The problem of pain, then, becomes the doctor’s 
problem. There is nothing that impresses the average 
patient as much as the doctor’s ability to relieve his suf- 
fering and to prevent its recurrence; and when treatment 
is mentioned, there is nothing quite as important to the 
patient, especially if the treatment is to be of a surgical 
nature. His first question is, Will it hurt? Thus the 
problem of pain is, of necessity, a major consideration in 
the practice of conservative proctology, and one to which 
every specialist in the work must give thought and at- 
tention. 


* Delivered before fhe A.O.A. Convention, Milwaukee, 1933. 




















PAIN AS A DIAGNOSTIC SYMPTOM 


It has been my experience, in observing the work of 
postgraduate students and visiting doctors, that compar- 
atively few know how to take properly a complete 
proctologic history. It is forcefully brought to mind, 
again and again, that if doctors would take the time and 
trouble to make a clear, concise record of complaints and 
illnesses, they would have far less chance for mistaken 
diagnoses, and history cards would be of immeasurably 
more value as reference data. The story of a patient’s 
complaint of pain is especially valuable from the stand- 
point of diagnosis, and the questioning concerning it 
should follow a logical outline. I suggest the following 
procedure: 


1. The onset of the pain and the speed of that onset 
should be determined. Was it sudden or was it gradual? 
What were the circumstances of its beginning? Was the 
patient straining at stool? Did it follow diarrhea or the 
taking of a purgative? 


2. What was the character of the first pain? Was it 
sharp or was it dull? Under the heading of sharp pains 
we may enumerate the lancinating or darting, fulgurant 
or stabbing, tearing, cutting, and severe smarting. The 
dull types of pain are the aching, gnawing, throbbing, 
bearing down, burning, pressure, terebrant or boring, 
and vague wandering. 


_3. How did the symptom develop? Did it increase or 
decrease and was the change a matter of minutes, hours, 
or days? 


4. Is the pain constantly maintained, intermittent, or 
throbbing? 


5. Does the pain radiate in any particular direction? 
Does it seem to be referred to parts of the body other 
than the anorectal region? The common points of ref- 
erence are those parts associated more or less directly 
through the nervous system; that is, the lumbosacral 
region, the thighs, the genito-urinary organs, and occasion- 
ally the abdomen. 


6. Is the pain relieved or increased by bowel move- 
ment and what kind of stool influences the pain—normal, 
hard, liquid, or all stools? 


7. What other symptoms are associated with the pain 
—the cardinal signs of inflammation, protrusion, bleeding, 
or discharge? In the latter, we have in mind the spon- 
taneous rupture of an acute abscess or the opening of a 
chronic fistula, 


_ 8. Soreness and actual pain should not be confused. 
This is an important point. 


Pain in its relation to diagnosis may be studied from 
any good text and particularly from the writings and 
lectures of our own proctologists, but perhaps it would be 
well to touch briefly on a few important points. 


CAUSES OF SHARP PAIN 


Sharp or intense pain of any description is indicative 
of pathology involving that portion of the anorectal 
region at or below the pectinate line. It is true that in a 
small percentage of cases there are sensory nerve fila- 
ments in the tissues in the first one-half to three-quarters 
of an inch above the line, and that disease here will cause 
pain. However, because such cases are rare, we need sim- 
ply bear them in mind, at the same time remembering 
that they are not usual. In general, it may be said that 
the rectum is devoid of nerve-endings which produce sen- 
sations of sharp pain. Heat and cold, however, can be 
detected to a minor degree, as well as the presence of 
objects which distend the bowel. 


The experienced proctologist has learned that to make 
“snap diagnoses”, based on one or two predominant 
symptoms, is to invite disappointment when the patient 
is thoroughly examined, and the possibility of having to 
retract his too readily expressed opinion. Sharp, tearing 
pain, coming suddenly with bowel movement, without the 
appearance of a sore or painful swelling at the anal verge, 
followed by a little bleeding and aching, may be caused 
by the formation of an anal fissure, or the tearing open 
of an old one. Yet even in such a seemingly obvious case, 
the symptoms may be caused by another condition. An 
enlarged, elongated, or polypoid papilla, pushed down- 
ward and bent upon itself by the descent of the fecal mass, 
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is pulled on its base or pedicle, and may even become 
slightly torn. It would give rise to the same distress as 
a fissured crypt, or simple fissure in ano. In that case, 
divulsion or cryptectomy could never completely cure the 
patient. Such a papilloid mass would require excision; 
until it is done, the patient is apt to have a recurrence of 
his pain. It may be well to note that a surprisingly large 
mass at the pectinate line can be overlooked time and 
again. It flattens out and lies against the rectal wall and 
defies detection unless lifted free with a hook or probe. 
If the rectum is atonic, it will lie back out of sight in the 
ampulla. 


Two other conditions which produce sharp or intense 
pain are acute thrombotic pile, and abscess. A nice dif- 
ferentiation may be made between them by a history of 
the symptoms. The patient may give the story of having 
noticed a sore and tender swelling beside the anal opening. 
If an abscess is not deep, that is, if it is perianal, involves 
just the subcutaneous tissues, and is one of the type that 
we classify as cryptic, it may at casual glance both from 
its location and shape, have the appearance of an acute 
thrombotic pile. But even before a more thorough ex- 
amination is made, the character and development of the 
pain should make the doctor fairly certain of its true 
cause. In acute thrombotic or clot-pile, as it is sometimes 
called, the pain appears suddenly and gradually diminishes 
as the days pass. In abscess, on the other hand, the pain 
appears gradually, and with the increase in pressure on 
the surrounding tissues, gets worse daily and finally as- 
sumes the typical constant throbbing, characteristic of an 
acute abscess. Let us not forget that these two condi- 
tions, whose major symptom is pain, can also be entirely 
free from it. 


Occasionally a patient will come to the office with a 
thrombotic pile, and describe symptoms only of a hard 
swelling or a pile that has come down and which cannot 
be pushed back. There is absence of pain where there are 
loose perianal tissues, which prevent the usual pressure on 
sensitive nerve-endings. Once in a while we come across 
a case of perianal abscess which is painless, but it is 
usually tender to pressure and shows the other signs of 
inflammation. Whenever an abscess is found that lacks 
these symptoms, and which is also painless, we consider it 
“cold” or tuberculous. 


It should not be forgotten that osteopathic lesions 
in the lumbosacral region, the sacro-iliac joints, and the 
coccyx all are causative factors in the production of anal 
and perineal neuralgias. Sometimes we hunt for a seem- 
ingly obscure source of anorectal pain when all the while 
it lies, so to speak, right under our fingers. 


One other cause of sharp pain in the rectum is the 
presence of a foreign body. Here again the foreign ma- 
terial must injure the canal or lodge at the pectinate line 
in order to produce pain. We have seen several instances 
of this, and two cases in particular come to mind in which 
large fish bones had travelled the entire length of the 
alimentary tract but had failed to pass the last inch and 
a quarter. One bone had entered a crypt opening, punc- 
tured its lining, and then had twisted so that it lay 
transversely in the canal. The patient came to me com- 
plaining that “his piles were very painful the past two 
days.” Thirty-six hours after the bone had been removed 
a perianal abscess formed. This is one of only five out 
of many scores of abscess and fistula cases in which we 
have had definite proof that injury was the forerunner 
of infection. In both of the cases of lodged fish bones, 
the pain was sharp and stabbing and greatly increased on 
bowel movement. 


CAUSES OF DULL PAIN 


The causes of dull pain are many and varied. The 
most common source, of course, is internal hemorrhoids. 
Internal hemorrhoids do not cause sharp pain, and unless 
they are strangulated or maintained in a position of unre- 
duced protrusion, the distress may be better described as 
discomfort, which manifests itself as fullness, sometimes 
throbbing, but usually pressure and bearing down pain. 
Whenever the chief complaint is pain, or if it is a major 
complaint, there is some other cause for it than simple 
internal vascular hemorrhoids. 


Polypi occasionally give rise to symptoms not unlike 
those of internal hemorrhoids, but usually only if they 
are of considerable size. As mentioned before, hyper- 
trophied and polypoid papillae may be painful when moved 
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by fecal masses passing over them, but true rectal polyps, 
arising as they do from above the sensory line, seldom 
give painful symptoms. 


Papillitis, and even more, cryptitis, produce varying 
kinds of discomfort, all of which are more or less dull in 
character. The patient may complain of anything from 
vague wandering pain in the rectum to a stinging and 
smarting pain at bowel movement. In fact, the pains 
associated with cryptitis are of such indefinite and variable 
nature that it has been said that when a specific cause 
for vague complaints cannot be found, cryptitis becomes 
the “proctologist’s alibi.” 


Various pain symptoms are attributed to proctitis by 
most writers, but it is a fact that in clinical work we see 
very few cases that may be described purely as proctitis. 
Dr. Frank Stanton, our clinic director, has often remarked 
that ulcerative conditions of the rectum and sigmoid colon 
are the rarest we see. The pain associated with the sev- 
eral types of proctitis are, for the most part, not unlike 
those of cryptitis, and since this paper deals with only the 
more intense types of pain, they may be passed over. 


ADENOCARCINOMA 


The most serious of all rectal diseases seldom gives 

sharp pain. Adenocarcinoma, the most common of rectal 
malignancies, is usually found above the sensory area, and 
therefore, until advanced far enough to cause pressure on 
or to involve other tissues does not give rise to painful 
symptoms. Again it is only when the pathology invades 
the anal canal that acute distress becomes a major symp- 
tom. Shedden, in a review of hundreds of cases, finds 
the occurrence of anal carcinoma about one in three hun- 
dred. If the growth has become large enough to involve 
other structures, it may cause a dull pain. These symp- 
toms are minor in comparison with others which the 
patient suffers. Shedden estimates that about 30 per cent 
of rectal carcinoma cases have pain. His figures are 
based on all the rectal malignancies seen at the Massa- 
chusetts General Hospital, but as far as being a help in 
diagnosis, he agrees that other symptoms are of much 
greater importance. 


PAIN DURING TREATMENT 


The most important aspect of pain during treatment 
of rectal disorders is its prevention. The patient is vitally 
interested in the alleviation of his suffering, but he is 
almost equally anxious that he be relieved without ex- 
periencing more pain during or after the process. One 
often hears a person say that he does not mind the ex- 
traction of a tooth as much as he does the post- -extraction 
period when “the novocaine is coming out.” This brings 
us to the question of anesthesia and anesthetics. 


At Dover Street we have been using nupercaine ex- 
clusively for about a year and a half, and I think that it 
is the unanimous opinion of the members of our staff 
that for proctologic purposes it is a superior local anes- 
thetic. When properly administered in the strength of 
1:1000 in physiologic salt solution, it produces almost 
instantaneous anesthesia. We have never been able to 
detect an appreciable difference in the speed with which 
anesthesia is established between it and the other accepted 
local anesthetics, and we feel that whatever discrepancy 
may exist, is so small as to be of little practical impor- 
tance from the standpoint of discomfort to the patient. 
But it is profound and enduring, features much to be de- 
sired in difficult surgical problems; the operator need not 
worry about hurting the patient, or be rushed by a time 
limit. I might also add that although nupercaine is re- 
puted to be of relatively greater toxicity than some of 
the other anesthetics, we have had no serious difficulties 
with it in any of the many hundreds of cases in which we 
have used it. It has been necessary in only a few cases 
to use more than fifty cubic centimeters, and the average 
is twenty-five to thirty. Proper technic eliminates the 
necessity of using excessive amounts and we feel that its 
few disadvantages are far outnumbered by its good 
qualities. 


The painless administration of a local anesthetic in 
the anorectal area has aptly been called an art. Many 
different methods have been described by as many dif- 
ferent writers on the subject; every one has his own way 
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of accomplishing the same thing. Regardless of the 
technic used, however, it still remains an art ‘which can 
be acquired ‘only by careful attention to details and by 
practice. In the majority of cases, anesthesia should be 
produced with little or no discomfort. However, there 
are patients who are so sensitive, or whose tissues are so 
inflamed, that they experience pain when the injection of 
the fluid distends the tissues. This is particularly true 
in the inflammatory type of pruritus ani; in abscesses in- 
volving fatty tissues such as the ischiorectal fossa and 
that portion of the perianum including the gluteal fold 
which Stanton calls the type three area; and in cases 
where there seems to be a formation of subcutaneous 
septa, due to fibrous infiltration, which prevents the 
smooth dissipation of the anesthetic. To hurry in any of 
these cases does little good and much harm. It only 
increases the patient’s pain and breaks his morale. It is 
possible to get along fairly well by slowly injecting minute 
quantities of the anesthetic and waiting for the abnormal 
tissues to become desensitized before advancing the 
needle. The ideal method of synchronous depression of 
the plunger and advancement of the needle cannot be 
used here to advantage. The hypersensitiveness in cases 
of the pruritic type is only in the skin and subcutaneous 
tissues. After the superficial tissues are anesthetized, 
there is seldom much trouble in doing the deeper in- 
jection. 

Abscesses are about the most difficult of all condi- 
tions in which to obtain complete anesthesia. The sur- 
rounding area is usually highly inflamed. If the abscess 
involves the ischiorectal fossa or fatty tissues, it has 
septa and saccules; if it is breaking down, the spongy, 
porous areas are difficult to inject. Great care must be 
taken not to insert the needle into the abscess cavity and 
force anesthetic into it, for the increased intracavity pres- 
sure thus created will immediately increase the pain. 
have seen the pressure in an abscess so great that it 
forced pus back through the needle into the syringe, even 
against the thumb pressure on the plunger. Small wonder 
that anorectal abscess is extremely painful! 


I have had the opportunity to observe the work 
both of novices and of physicians who for years have used 
local anesthesia in other parts of the body. If I were 
asked to pick out the most common fault in the adminis- 
tration of anesthesia, I would point to the fact that during 
the process the patient suffers undue discomfort. Most 
doctors are in too great a hurry; they want to be able to 
say that they did a complete local anal anesthesia in so 
many minutes and a divulsion in so many more. Speed 
will come with operative maturity; pain should be con- 
trolled in even the earliest work. 


There are a few points to remember that aid in pre- 
venting pain during the injection of a local anesthetic. 
They are: (1) Liquid phenol applied on the end of a 
wooden applicator to the skin at the site of the primary 
puncture not only sterilizes the spot, but also by its 
anesthetic action aids in the painless insertion of the 
needle point; (2) a small needle gives less pain than a 
large one, and it is important that it be sharp and free 
from burrs. We use a 25 gauge by five-eighth inch; (3) press 
the needle, bevel down, firmly against the skin and inject a 
drop or two intradermally; (4) always keep anesthetic 
ahead of the needle point; (5) do not, unless absolutely 
necessary, reinsert the needle into tissue that has not 
been desensitized by a previous injection—if the perianal 
skin and subjacent tissues have been properly anes- 
thetized, very little trouble will be found in doing the 
deeper injection; (6) to prevent accidental hurts during 
treatment, anesthetize thoroughly and somewhat beyond 
the tissues to be operated upon. This last precaution 
eliminates the necessity of “going back” to make addi- 
tional injections and reduces the possibility of loss of 
anesthesia by the delay incurred. Of course the use of 
nupercaine does away with this possible difficulty to a 
great extent. We must recognize the fact, however, that 
in complicated fistulae and other difficult cases, it is ‘often 
hard and perhaps impossible to use the ideal technic. 


PREOPERATIVE MEDICATION 


We are often asked about the part preoperative medi- 
cation plays in the control of operative and postoperative 
pain. In clinic practice we do not, as a routine measure, 
give any analgesic before surgery. In private practice, 
it is feasible and of considerable help, particularly if the 
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patient is of the high-strung, apprehensive type. In 
choosing the medicament, I think the type of patient 
should be the determining factor. There are several 
good preparations on the market. Amidopyrine is very 
good for pain and if sedation is desired as well as 
analgesia, it may be given in any of the proprietary forms 
that combine it with barbital. I know of very few 
instances where it seemed desirable to give sodium 
amytal, morphine, or its derivatives. 


POSTOPERATIVE MEDICATION 


For postoperative pain, when nupercaine has been 
used, amidopyrine is usually sufficient. Here again, how- 
ever, its combination with a sedative is of value. Per- 
sonally, I prefer pulvules of amytal compound prepared by 
Lilly. Each capsule contains one and a half grains of 
amytal and three and one-half grains of amidopyrine. 
The patient is given one after operation, if it is thought 
he may suffer discomfort, and is instructed not to take 
another unless he is having pain. After that he may take 
one every three hours, but only as indicated by actual 
suffering. I do not recall an instance in which a patient 
took more than three doses, and in most instances the 
dose at the office has been adequate. In clinic practice, 
fully half of our patients report that they did not take 
any of the tablets prescribed. The tablets are amido- 
pyrine alone. We make it a rule to warn patients that 
they must not mistake soreness for pain, since the sore- 
ness of wounds will not be relieved by medication taken 
by mouth, 


OPERATIVE PROCEDURES 


There are a few points on operative procedure that 
we must discuss in this problem of pain. A doctor may 
have learned the actual steps in a certain technic and be 
adept enough to be able to follow them through with 
considerable skill, but it requires much judgment to 
recognize when the use of that technic is indicated. 
Surgical judgment comes only with experience; that is 
also true of the technic one learns to use to prevent dis- 
comfort. Only repeated contact with the many problems 
of proctologic practice will give the ability to decide when 
to use one or another method. However, certain out- 
standing things can be reviewed and some of the more 
common errors noted. 


I think one of the most frequent causes of post- 
operative pain is what might be termed “ragged surgery. 
There is a more important reason for doing neat, clean- 
cut work than because it reflects credit on the operator; 
it is a fact that clean surgery causes less postoperative 
discomfort than that which is ragged. Incisions should 
be made straight-edged and not jagged. I have seen 
doctors, always those who are new to the work or are not 
sure of themselves, nick away at an incision when it 
could be done with one easy stroke of the scalpel or 
cautery knife. They leave a wound marked by false cuts 
and rough outline. Their caution and fear of cutting a 
few muscle fibers or a vessel prevents them from doing 
properly what has to be done regardless of fibers or 
vessels. 


Overhanging skin edges press into wounds and cause 
pain and soreness. Tags of redundant tissue do the same 
thing. These conditions should, if possible, be avoided. 
Wound edges are best trimmed and all extra tissue re- 
moved at the time of operation. It may well be said that 
it is often better to overdo a little than to underdo; that 
is to say, it is better, from the standpoint of discomfort 
to the patient, to do all that can and should be done at 
one time, so as to avoid future surgical work. Most 
patients would rather be a little more sore the first time 
than to have to go through it again. The removal of two 
crypts and a marginal mass causes but little more dis- 
comfort removing just the two crypts. If over- 
hanging lips of wounds or redundancies at the verge 
have been left, healing will not be as smooth nor as rapid 
and the excess tissue will have to be removed later in 
— to relieve soreness or give a more creditable looking 
result. 


A similar situation exists in the clamp and cautery 
technic for the removal of external or, more often, mar- 
ginal masses. Frequently, not enough of the external 
portion of the mass is drawn up into the clamp, so that 
when it is excised, cauterized, and the clamp removed, 


AMERICAN OSTEOPATHIC SOCIETY OF PROCTOLOGY 


Journal A.O.A. 
February, 1934 


the wound is found to lie wholly in the anal canal. There 
is now no drainage space to the outside left. Such a 
wound is sore and often very painful. Frequently, too, 
a small bulge of skin remains at the external opening of 
the wound which is an annoyance in itself, looks bad, 
forms a pocket to catch and hold the natural discharge 
from the wound, and becomes a site to harbor pyogenic 
bacteria. We have found purulent material in just such 
pockets, and, of course, had to remove them. 


Pockets at the lower or verge limit of wounds are 
more commonly left in another operation—that for the 
removal of crypts. In cryptectomy we carry the incision, 
if it is lateral, to about half an inch beyond the verge 
into the perianal skin; if it is anterior, where there are 
usually subcutaneous channels, one-half to one inch into 
the anterior raphe; if it is posterior, where there are 
almost always the channels of Jamison, three-fourths to 
one and one-half inches into the posterior cleft. Here 
the incision is fairly deep, for ample drainage and to 
prevent the external part of the wound from healing be- 
fore the internal part heals—a very important point. 
Cryptectomy incisions that extend only to the verge, or 
lie just within it, are always painful, besides probably 
being incomplete from the standpoint of the removal of 
the pathological condition. Liberal incisions, as described, 
are not only for ample drainage, but also for the preven- 
tion of postoperative pain. 


Cryptectomy brings to mind another point: When a 
crypt fissures or breaks down, it often splits below its 
opening, that is, mid-way of its length. This leaves a 
strap across the top, and if this strap is not removed, the 
patient is almost certain to have sharp and persistent 
pain, which will be marked at bowel movement. We make 
it a rule that a speculum must not be used for examining 
a wound when the patient comes for the first dressing 
after operation unless there is some unusual reason for 
doing so. It may cause the patient unnecessary discom- 
fort. Pain such as I have mentioned is one of the few 
conditions that justify postoperative examination of an 
anal wound, and when that examination is made one must 
be certain that a strap has not been left at the pectinate 
line. 


A very common cause of soreness in a wound is the 
presence of thrombi in the walls of the incision, perhaps 
due to the trauma incident to operation, or to blood clots 
lying in the floor of the wound. If there are thrombi in 
the wound edges, anesthesia must be obtained by _ injec- 
tion so that they may be removed. If, however, it is a 
case of simple blood clots, they may be lifted out with- 
out much trouble, particularly if some topical anesthetic 
has been swabbed onto the raw surfaces. 


In cases where sutures have been used in the hemor- 
rhoidal area to tie off bleeding vessels, or for any other 
purpose, it is wise to be careful that they do not include 
tissue below the pectinate line. Here they are painful 
for two reasons: (1) they are in the sensory area, and 
(2) if deep, they may catch into a few sphincter fibers. 
Ordinarily, sutures will cut their way out if they are of 
non-absorbable material and disappear between the pa- 
tient’s visits for dressings, but whether absorbable or 
non-absorbable, if they are painful they should be re- 
moved as soon as their purpose is fulfilled. 


I think that few if any proctologists will disagree 
when I say that whenever more than the most simple 
surgery of the anal canal is done, complete anal divulsion 
is a wise step to prevent postoperative pain. It relaxes 
completely the anal musculature, normalizes blood supply 
and prevents the constriction and squeezing together of 
raw wound surfaces. Personally, I think that one of the 
greatest benefits derived from anal divulsion is the stretch- 
ing and breaking of restricting subanal bands of fibrous 
tissue formed as a result of the chronic inflammation asso- 
ciated with most anal pathology. Because of this, it 
seems to me that divulsion should not be a halfway meas- 
ure at any time, unless very good reasons—and they are 
few—are found to warrant less vigorous treatment. 


TREATMENT OF HEMORRHOIDS 


Recently, in proctologic publications, much has been 
said that would lead one to believe it is a moot question 
whether hemorrhoids should be treated while other anal 
pathology exists. I think there are very few men who are 
really taking care of all common anorectal conditions and 
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who are seeing many patients, who would even consider 
it a question about which to argue. If we waited to clear 
up all other pathology before attempting to treat hemor- 
rhoids, or vice versa, our work would never be done. 
There is a time, however, when it is wise to treat different 
conditions separately in order to prevent great discomfort 
to the patient. I refer to the case in which anal fissure, 
fissured crypt or broken down crypt occurs in conjunc- 
tion with extensive, protruding, internal hemorrhoids. In 
this case, if the hemorrhoids are injected, provided a 
speculum can be passed at all, the fissure remains and the 
patient will suffer as much or more than when he first 
came for relief. If the fissure is removed, on the other 
hand, the hemorrhoids will prolapse into the wound and 
cause great discomfort. They may even become strangu- 
lated and thrombosed. Of course I am speaking of hemor- 
rhoids so extensive that a single PO injection made at the 
time of operation could not keep the vascular mass re- 
duced. What, then, is to be done? 


A method for the control of pain and soreness that 
seems to be coming into wide use is the injection into the 
tissues of various compounds intended to desensitize for 
a period of days. Their efficacy, in all instances, seems 
to be dependent upon the slow absorption of an oil solu- 
tion of the anesthetic substance used therein. It might be 
interesting to note, in passing, that we have found that 
when they have been used in conjunction with nupercaine 
as the operative anesthetic, the relative percentage of 
cases free from pain after surgery has been about the 
same as that in which no special anesthetic compound was 
used after operation. In other words, nupercaine and the 
postoperative dressing that I shall soon describe, are suf- 
ficient in the majority of cases to carry the patient through 
the postoperative pain period. There have been a few 
instances in which we have found that anesthetic com- 
pounds superimposed on regular local anesthetics caused 
much postsurgical pain and discomfort from edema and 
even induration of wound edges. This happened in pa- 
tients who appeared to react readily to trauma; it was 
undoubtedly due to the injection of a fluid into tissues al- 
ready saturated with the anesthetic used for operation. 


There are times when these solutions are of very great 
value. The instance of the severe fissure and extensive 
internal, protruding hemorrhoids is an excellent indica- 
tion for their use. If one to three cubic centimeters of 
one of these solutions is injected under and around the 
fissure, it will keep the patient very comfortable for several 
days—usually long enough to get the hemorrhoids under 
control by the usual methods. If necessary, of course, 
this treatment may be repeated. We have seen bad 
fissures heal over when this course of procedure has been 
followed. Knowing, however, that they would surely 
cause trouble later, we removed the involved tissue 
aaa as soon as the hemorrhoidal condition would al- 
ow. 


Another indication for the use of compounds giving 
prolonged anesthesia is in cases where wounds remain 
unduly sore or painful for an unusually long time after 
operation, or which develop inordinate soreness after the 
effect of nupercaine is gone. A quantity, varying with the 
preparation selected, can be injected so as to block the 
area of the wound, care being taken not to cause swelling 
of the wound edges. We have never had to repeat such 
treatment. By the time the anesthesia was gone, the 
wounds had passed the stage of acute soreness. 


DRESSINGS 


Following the methods of Stanton, we dress wounds 
with two definite things in mind: hemorrhage and pain. 
In most anorectal surgery we have little fear of hemor- 
rhage because we try to take every effective step during 
operation to prevent such a disturbance. By observance 
of the principles I have tried to cover in this paper, the 
frequency of severe postoperative pain has been appre- 
ciably reduced. To assist in this we use two very ef- 
ficient medicaments: Thrombo-plastin (Squibb’s, for local 
use) and Butyl Aminobenzoate prepared by the Abbott 
Laboratories under the name of Butesin. A small wisp of 
cotton is moistened with the hemostatic liquid and cov- 
ered with the anesthetic powder and laid into the wound. 
Great care is taken to see that the dressing presses upon 
all parts of the wound. These dressings are never packed 
and crammed into a wound and in the anal canal they are 
never made large enough to be mistaken for the old-fash- 
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ioned “plugs”. The dressing stays in place, if the wound 
is in the canal, until the patient has a bowel movement 
the next day, when it is automatically expelled. If the 
wound is outside, it remains until he comes for a dressing 
at the office or clinic, or until the time he has been in- 
structed to remove it himself. 


_ _ Dressings should not remain in situ more than forty- 
eight hours. They become foul, hardened, and very pain- 
ful. It is best, if possible, to remove them in twenty-four 
hours. 


The first visit after operation is a critical one for the 
patient. Often he expects to be hurt and greatly dreads 
to see the doctor. We make it a rule that wounds shall 
be cleansed only and then dressed for comfort. Unless 
for some unusual reason, as I have mentioned before, in- 
struments and specula are not used. All dressings are 
removed, the wound swabbed out with a three per cent 
cocaine solution, which is both cleansing and anesthetic, 
and a dressing of Butesin, either in an ointment or without 
it, is applied. For home use, as far as pain is concerned, 
an anesthetic ointment like nupercaine ointment is pre- 
scribed. 


After the first or second dressing, the wounds are 
usually quite comfortable and the doctor’s problem of 
pain has been solved. 
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FOOT TECHNIC* 
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It would be impossible completely to cover the subject 
of foot technic in one short paper. Discussion will be con- 
fined to the corrective mechanics for the so-called weak 
arch. However, brief explanations of the normal anatomy 
of the foot, and the cause, symptoms and anatomical find- 
ings usually associated with a weak arch are in order. 


The foot consists of twenty-six bones which enter into 
thirty-eight joints with seventy-two articular surfaces. 


There are three structural arches of the foot, the 
medial and lateral longitudinal, and the posterior trans- 
verse; there is one functional arch, the anterior transverse. 


The lateral longitudinal arch is composed of the cal- 
caneus, the cuboid, and the fourth and fifth metatarsal 
bones. This is the weight bearing arch of the foot. 


The medial longitudinal arch is composed of the talus, 
the navicular, the first, second, and third cuneiforms and 
the first, second, and third metatarsal bones. This is the 
spring arch or shock absorber of the foot and is so-called 
non-weight bearing. 


The posterior transverse arch is composed of the 
cuboid and the first, second, and third cuneiform bones. 
The cuboid, assisted by the prominence of the fifth meta- 
tarsal, acts as the lateral pillar of the arch, the second 
cuneiform as the keystone, and the tibialis anterior muscle, 
inserted to the first cuneiform, as a suspension medial 
pillar. 


The anterior transverse arch is composed of the heads 
of the five metatarsals and is dependent on the posterior 
arch for its maintenance. It is called functional because 
the bones are not constructed in such a way as to form a 
typical structural arch. 


The normal weight bearing points of the foot are: 
(1) The calcaneus, which under any condition, bears ap- 
proximately three-fifths of the weight of the individual 
through the talus; (2) the head of the first metatarsal, 
which normally bears approximately one-fifth of the 
weight; and (3) the head of the fifth metatarsal, which 
bears the other fifth of the transmitted weight. 


*Delivered before the 37th A.O.A. Convention, Milwaukee, 1933. 
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It will be noted then that the calcaneus and the head 
of the fifth metatarsal are both in the lateral longitudinal 
arch and that, therefore, this arch bears normally four- 
fifths of the weight transmitt2d from the tibia through the 
talus. Consequently, the medial longitudinal arch bears 
only one-fifth of the weight, or just enough to keep this 
spring or shock absorber arch on tension. This is similar 
to the action of snubbers on the auto spring. 

The muscles of the leg and foot control the motions 
of the foot, and it is by the action of these muscles that 
propulsion is accomplished. The blood supply to the foot 
is from the anterior and posterior tibial arteries and their 
ramifications. The venous returns are venae comitantes 
of the arteries assisted by the greater and lesser saphenous 
veins. 

The nerve supply to the foot, as well as to all the 
muscles of the leg and to most of the skin of the leg, is 
through the tibial and common peroneal nerves, which 
are branches of the sciatic nerve, and through the super- 
ficial and deep peroneal nerves, which branch from the 
common peroneal nerve. 

The possible causes of weak arches are: (1) Osteo- 
pathic lesions of the lumbar vertebral and sacro-iliac artic- 
ulations. Lesions affecting the second, third, and fourth 
lumbar nerves operate through the lumbar plexus. Lesions 
affecting the fourth and fifth lumbar and sacral nerves 
operate through the sacral plexus and, by their effect on 
the muscles of the gluteal region and thigh, cause unequal 
contractions of the internal and external rotators, thus re- 
sulting in the improper placing of the foot, principally toe- 
ing out. This tends to weaken the arch. Lesions in this 
region may also alter the blood supply to the muscles of 
the leg and foot. (2) Improperly fitted shoes, which may 
alter the bony alignment, embarrass joint function, and 
cause soft tissue irritation in the foot. (3) Asthenia. 
(4) Severe illnesses which result in muscular weakness. (5) In 
feet having a tendency toward weak arches, going barefoot 
on hard surfaces or wearing soft soled slippers a good 
portion of the day. (6) Trauma. 

The symptoms of weak arches are: (1) Pain or dis- 
comfort in foot generally; (2) pain localized in posterior 
transverse arch; (3) pain localized in subastragaloid artic- 
ulation; (4) pain from callus on ball of foot; (5) pain and 
weakness in calves of legs, thighs, and the small of the 
back; (6) general irritability, headache, eye strain, etc.; 
(7) swelling of the feet and ankles. 


Upon examination the following dneceuittien may be 
found: (1) Calcaneal twist causing a convexity of the 
medial margin of the tendoachillis toward the opposite leg; 
(2) tenderness at the junction of the bellies of the gastroc- 
nemius and soleus muscles; (3) lesion of the head of the 
fibula; (4) lumbar and sacro-iliac lesions; (5) lowering of 
the level of the sustentaculum tali; (6) excessive weight 
borne by the head of the first metatarsal due to inward 
rotation of the head of the talus; (7) eversion of the fore 
part of the foot; (8) outward rotation of the fore part of 
the foot through the joints between the talus and navic- 
ular, and also through the calcaneus and cuboid; (9) edema 
over the dorsum of the cuboid; (10) edema below the 
lateral malleolus and beneath the tuberosity of the navic- 
ular; (11) hallux valgus; (12) retraction of the dorsal 
tendons of the lesser toes; (13) hammer toes; (14) corns 
and calluses; (15) exostoses on the dorsum of the first 
cuneiform and the first metatarsal; (16) pressure signs 
over the tuberosity of the navicular; (17) limitation of 
dorsal flexion of the ankle on the leg. 


CORRECTIVE MECHANICS 


The most ordinary fault in the teaching of any form 
of technic lies in the fact that the instructor demonstrates 
the movements for certain corrections, but does not give 
the mechanical principles behind the joint actions. The 
student then attempts to copy the actions and movements 
of the demonstrator, but does not have the opportunity 
to insist upon an explanation of the reasons behind the 
movements. He does not ask why a certain part is moved 
in a certain manner, nor why force is applied in a certain 
direction. 

It would be impractical, as well as impossible, to give 
here all the mechanics that may be applied to foot correc- 
tion. A few of the more important ones, however include: 
(1) lumbar and sacro-iliac lesions; (2) faulty function of 
the knee joint; (3) lesion of the head of the fibula; (4) 


limitation of flexion and extension of the ankle joint on 
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the leg; (5) normalization of the motion in and proper 
relationships between all articulations of the bones of the 
foot; (6) correction of shoes. 


TO PRODUCE NORMAL MOTION OF THE ANKLE JOINT 


In the technic to produce normal motion in the ankle 
joint, the patient is placed in the supine position. The feet 
should not extend beyond the end of the table. The opera- 
tor grasps the patient’s foot with both hands, and applies 
the proximal phalanx of each thumb to the dorsal surface 
of the ankle. The fingers grasp the heel, which is pro- 
tected by a rubber sponge pad. The foot is then thrown 
into dorsal flexion and the weight is delivered through 
the ankle to the back part of the calcaneus. This down- 
ward pressure is maintained until all the slack has been 
absorbed, then a quick firm thrust is made by means of 
the body weight. 


TO BREAK UP ADHESIONS IN THE SUBASTRAGALOID 
ARTICULATION 


It is through the subastragaloid articulation that most 
of the inversion and eversion of the foot is accomplished. 
This joint also is the one most involved in a sprained 
ankle. The patient is supine. The operator faces the inside 
of the patient’s foot. The knee is flexed. The dorsum of 
the foot is pressed down on the table by one hand. The 
palmar surface of the posterior part of the operator’s other 
hand is placed on the medial side of the calcaneus and a 
firm thrust toward the table is then made on the calcaneus. 
This force will tend to reduce adhesions between talus and 
calcaneus, talus and navicular and calcaneus and cuboid. 


TO RAISE THE SUSTENTACULUM TALI OF THE LEFT FOOT 


In raising the sustentaculum of the left foot, the 
patient is supine, the operator facing him. The patient's 
left knee is flexed. The lateral side of the calcaneus is 
supported on the table and protected by a sponge rubber 
pad. The operator’s right hand grasps the dorsolateral 
part of the foot. The operator then supports the dorsum 
of his right hand by the upper anterior part of his right 
thigh, and places the hypothenar eminence of the left 
hand under the sustentaculum tali, the palmar surface and 
fingers being over the medial side and dorsum of the 
patient’s foot while the thumb is under the plantar surface 
of the first metatarsal. The left arm is then straightened 
and by a twist of the operator’s body, weight is applied 
to the contact point until slack is taken up, then a body 
thrust is made through the left shoulder and arm in the 
direction of the lateral malleolus. 


TO ROTATE THE HEAD OF THE TALUS LATERALLY 


To develop motion between the head of the talus and 
the navicular the operator and patient assume the same 
positions as in the preceding movement, except that con- 
tact is made by the operator’s left hand on the tuberosity 
of the navicular. The thrust delivered by the body weight 
through the left arm is directed toward the base of the 
fifth metatarsal. Since the operator’s right hand is sup- 
porting the outer part of the patients’ left foot, including 
the cuboid, a separation is developed between the cuboid 
and calcaneus. And since the posterior part of the tuber- 
osity of the navicular overlaps the medial side of the head 
of the talus, motion is developed between talus and navic- 
ular and the head of the talus is rotated laterally. 


TO CORRECT LESIONS BETWEEN THE CUBOID AND THE 
THIRD CUNEIFORM OF RIGHT FOOT 


To correct a lesion between the cuboid and third 
cuneiform of the right foot, the patient lies prone. The 
operator faces the foot of the table and grasps the dorsum 
of the right foot with the palmar surface of his right hand 
so that the web between his thumb and index finger will 
be at about the talonavicular articulation, the thumb ex- 
tending along the lateral margin of the foot, definitely 
beyond the prominence on the base of the fifth meta- 
tarsal. The operator then places the hypothenar eminence 
of his left hand on the prominence on the plantar end of 
the medial border of the cuboid, which is about half way 
across the plantar surface of the foot from the posterior 
end of the base of the fifth metatarsal. Then with his 
right forearm supported by his right thigh the foot is 
placed in full extension and a thrust made with the stiff- 
ened left arm in the direction of the articulation between 
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the cuboid and third cuneiform. Care is taken to keep the 
foot straight with the leg. This will rotate the cuboid on 
its long axis so that the fifth metatarsal will be lowered 
and the fourth metatarsal raised. At the same time, the 
third cuneiform will move upward in the arch, due to the 
friction between it and the cuboid caused by the slant at 
which the third cuneiform is placed in the transverse arch. 
The same mechanics may be applied with the patient 
standing erect with his back to the operator. 


TO FIT SHOES PROPERLY 


It is necessary to recognize the various types of feet 
in order to suggest proper shoe lasts. A poor grade of 
shoe properly fitted is much superior to the best shoe 
made, poorly fitted. An improperly fitted shoe can undo 
all the good corrective work that may be attempted. Again, 
it is not the grade or quality of a shoe that matters but 
the mechanics of it; i.e., its adaptability to the foot. 

The following are some of the types of feet that must 
be considered: (1) A normally well balanced foot; (2) 
valgus type foot; (3) foot with long heel to ball measure- 
ment; (4) short fleshy foot; (5) long, shallow foot; (6) 
foot with enlargement at first metatarsal-phalangeal artic- 
ulation; (7) hallux valgus; (8) a rigid foot (one that does 
not expand when bearing weight); (9) a highly flexible 
foot (one that expands upon weight bearing); (10) pes 
cavus, acquired or congenital. 


SHCE CORRECTIONS FOR THE WEAK ARCH 


The inside heel wedge of leather is one of the most 
useful corrections for the weak arch. This should be made 
from a good grade of leather and should be the desired 
height at the medial border, and shaved down to nothing 
at the outer and the anterior borders. This wedge is 
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placed in the heel seat of the shoe, not in the heel itself. 
The height of this heel wedge is to be determined by the 
amount of convexity of the medial border of the tendo 
calcaneus toward the opposite leg. It should be varied 
in height, from one-eighth to three-quarters of an inch, 
depending upon the severity of the case; the average is 
three-sixteenths to three eighths of an inch. 


The mechanics of this correction are as follows: The 
medial side of the plantar surface of the calcaneus will 
contact the high side of this wedge. When weight is borne, 
the calcaneus will rotate medially, raise the sustentaculum 
tali, the head of the talus and the navicular, and allow the 
head of the talus to rotate laterally. Soft anterior meta- 
tarsal pads may at times be of value as temporary meas- 
ures, but when used should be placed behind the heads of 
the metatarsals, not under them. 


Built-in arches under the medial longitudinal arch 
should not be tolerated. This applies also to the various 
and sundry arch supports that are placed in shoes. It is 
to be kept in mind that this medial arcn, which is down, 
is not a weight bearing arch, and should not be made a 
weight bearing arch by putting a crutch under it. 


Further, the lateral longitudinal arch should never 
break down except by trauma from above. In the broken 
arch foot we usually find this lateral arch higher than 
normal because of the rotation of the cuboid medially and 
the raising of the fifth n.etatarsal. Therefore, a crutch is 
not needed under it. 

Last but not least, the patient should be instructed to 
walk with his feet parallel, or even to toe in slightly in 
preference to toeing out, which tends to cause weak and 
fallen arches. 

1245 New Pennsylvania R. R. Suburban Station. 
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OSTEOMYELITIS* 
Oo. O. BASHLINE 
Grove City, Pa. 


Osteopathic physicians should be more alert to dis- 
cover any pathology of any bone, and its proper treat- 
ment. We should more fully justify the general impres- 
sion that we possess a wide knowledge of bone diseases 
and their proper treatment. 

DEFINITION 

Osteomyelitis is an acute pyogenic inflammation of the 
diaphysis of a bone, usually occuring at the metaphysis. 
The word is derived from osteo, meaning bone, and 
myelitis referring to an inflammation of the marrow. The 
term osteomyelitis is probably incorrect if we consider the 
general pathologic manifestation of a_ bone infection. 
Osteomyelitis affects all the structures of the bone and its 
covering, or periosteum. In other words osteomyelitis al- 
ways includes periostitis. 

ETIOLOGY 

The primary cause of osteomyelitis is a localization, 
or may I say colonization, of a previously existing infec- 
tion somewhere in the body. It may be the staphylococcus 
aureus, or, less frequently, the staphylococcus albus, and 
occasionally the streptococcus, pneumococcus and typhoid 
bacillus. This infection is carried to the bone by the blood 
stream, from a source primarily existing somewhere in 
the body, most generally in the mouth, teeth, tonsils or 
mastoids, or suppuration in a hair follicle, or some other 
wound infection. 

The secondary factor is trauma, which may be very 
slight and probably not recognized at the time. Trauma 
is most often considered as a primary cause. It is pos- 
sible that we cannot obtain a history of an injury, because 
it was too slight to attract the patient’s attention. It is, 
therefore, very often difficult to make an early determina- 
tion of the exact location of the trauma; this makes an 
early diagnosis more difficult. 


*Delivered before the 37th A.O.A. Convention, Milwaukee, 1933. 


Two factors are therefore necessary: (1) The presence 
of an infection, and (2) trauma. Seldom does an osteo- 
myelitis develop from a skin abrasion. It is quite infre- 
quent that we recognize the point of local infection in the 
area of a diseased process. It is frequently associated 
with an acute or subacute coryza or a tonsillar infection, 
which may be very mild in character and unrecognized 
by the patient. 

AGE AND SEX 


Age and sex must also be considered. Most cases 
occur in the male between the fourth and twentieth year 
of life. This is probably due to the fact that boys are more 
subject to injury. Girls usually follow a more sedentary 
life, and hence are not so readily exposed to trauma. A 
generally lowered body resistance should be considered, 
also osteopathic lesions which cause a lowered resistance, 
locally or generally. 

RACE 


No race is free from osteomyelitis. It occurs most 
frequently among industrial workers, irrespective of race 
or color. 

CLIMATE 


Climate has little, if anything, to do with the disease, 
except in the open months of the year, or the warmest 
season, when children are engaged in outdoor sports and 
activities, and may be, therefore, more subject to injury. 
Climatic changes have little or nothing to do with the 
condition except that individuals expose themselves more 
unduly in early summer and late fall than in winter. 


PATHOLOGY 


The infection is hematogenous and occurs usually in 
the diaphysis and most often in the metaphysis, but sel- 
dom, if ever, in the epiphysis. It is an infection of the 
diaphysis. It most frequently attacks the long bones, par- 
ticularly the lower end of the tibia and femur, and the 
upper end of the humerus. Any bone may become in- 
fected, but some bones are much more liable to traumatic 
injuries. If we consider trauma as a secondary factor, it 
comes usually from the outside, as from a bump or blow. 
Excessive sudden muscle contraction may cause a minute 
hemorrhage that may give a nidus for the infecting or- 
ganism. This is a soft tissue trauma brought about without 
a blow or contusion. 
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The first structure to be affected is the skin, then the 
subcutaneous tissues, muscles, periosteum, and the bone 
last, the softer tissues forming a cushion. I, therefore, 
cannot agree with some so-called authorities who state 
that “the infection begins primarily in the bone marrow.” 
In my opinion, based on observation and clinical experi- 
ence, they are wrong. The infection begins in the softer 
tissues, then extends down to the bone. There is conges- 
tion and infiltration, accompanied by tension and intense 
local destruction of tissue; this destruction produces septic 
phenomena that are characteristic. The infection extends 
from the periosteum through the haversian and Volk- 
mann’s canals to the bone marrow. The periosteum soon 
becomes separated from the bone and under tension gives 
considerable pain—but not until tension is produced. The 
infection from the periosteum may penetrate to the 
cutaneous structures. The infection seldom extends to the 
epiphysis. When it does, it is a secondary process and 
is seldom, if ever, primary. If the infection is not highly 
virulent and is in the presence of good resistance it may 
limit itself to.an abscess. This abscess was first described 
by Brodie, and is generally known as Brodie’s abscess. 


The bone undergoes an inflammatory degenerative 
process, which is later followed by sequestration. This is, 
at the same time, accompanied by a new bone formation, 
which originates from the deeper layer of the periosteum 
known as involucrum, with openings through which pus 
may escape. These openings are called cloacae and may 
vary in number and position. The infection may extend 
throughout the entire diaphysis. It may also be metastatic 
and one or many other bones may become involved at any 
time. The limiting of the infection to the diaphysis is no 
doubt due to the fibrous epiphyseal line, which prevents 
the spread of infection. 


SYMPTOMS 


If the invading bacteria are highly virulent the dis- 
ease begins with a chill, followed by a rise in temperature 
with correspondingly rapid pulse and an anxious expres- 
sion, frequently accompanied by delirium and stupor. The 
temperature within a few hours may rise to 106 F. Death 
may occur within twenty-four to forty-eight hours. Ex- 
amination of the blood reveals an increasing leukocytosis. 
It may be difficult to obtain a history of trauma. It may 
be impossible to find an early localization of the infection. 
A history of a previous cold or tonsillitis can frequently 
be obtained. The pillars may be somewhat injected and 
swollen. If one is not alert he may not be able to account 
for the symptoms. If it is true that the condition pri- 
marily begins in the bone marrow, it may explain why 
we have no early local manifestation. The area of involve- 
ment can usually be determined, however, within a very 
short period of time, twenty-four to forty-eight hours. 
There may be only an area of redness with very slight in- 
duration of the skin, no fluctuation, and often no pain on 
pressure until the disease progresses. 


With the symptoms as above mentioned, the doctor 
should be on the defensive and in a mood to scrutinize 
the history and local manifestation. The possibility of the 
development of an osteomyelitis in any acute infection in- 
volving the mouth, nose or throat, exposure to cold, or 
trauma, should make us alert. In every acute infection, 
where we have a rapidly increasing temperature and pulse 
rate, we should always examine the nose and throat, in- 
quire into the history of the case, and suspect a possible 
osteomyelitis. 


DIAGNOSIS 


The diagnosis must differentiate the condition from 
acute rheumatism or acute arthritis. This should not be 
difficult. In acute rheumatism we have multiple arthritis 
and never mono-arthritis. In the presence of a joint in- 
volvement, we would have to consider an acute arthritis. 
If we recall that osteomyelitis does not begin in the 
epiphysis, any joint involvement would rule out osteo- 
myelitis. We may have an acute septic arthritis, but not 
an osteomyelitis. Osteomyelitis can generally be ruled 
out in any joint involvement. Acute tubercular arthritis 
begins slowly. Tuberculosis affects the epiphysis and not 
the diaphysis. It should be, therefore, quite easy to differ- 
entiate between the two. 


The chills, with rapid rise in temperature and pulse 
rate, and some increase in respiratory rate may simulate a 
pneumonia. An examination of the lungs will eliminate 
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it, however. In children, we more often have bronchial 
pneumonia than lobar. Bronchial pneumonia does not 
begin suddenly, with a chill and a rapid increase in pulse 
and temperature. We may, however, have had an un- 
recognized pneumonia and pleurisy, with a beginning 
empyema, or a lung abscess which should be considered. 
The history and physical findings should be sufficient for 
a positive diagnosis. In case of pleural involvement, a 
paracentesis with an x-ray study of the pleura and lung 
should confirm our diagnosis conclusively. Given an area 
of localized inflammation of a greater or lesser degree, 
pain, especially in the long bones, and in the metaphysis 
in particular, the symptoms of increased pulse rate and 
temperature, and chills, our diagnosis should be positive. 
X-ray examinations of early cases are negative. We 
should insist, however, on an x-ray for our legal protec- 
tion, and as a check on the progress of the condition. The 
x-ray examination should be made from two or more 
angles. If the case has progressed, the x-ray findings are 
quite conclusive, especially considering the foregoing 
statements. With an area of localized tenderness and in- 
flammation, with the accompanying symptoms as previ- 
ously explained, a positive diagnosis should be made in 
all cases. 


TREATMENT 


The treatment of the local pathology is surgery, but 
treatment is not complete without osteopathic manipula- 
tive work to the body in general. As soon as a diagnosis 
is made, operative interference should be instituted at 
once. In early cases, my method is to make an incision 
through the periosteum: and drill one or more holes 
through the bone into the medullary cavity. No apparent 
change may be found, or only slight change in color of 
the blood. Sometimes a bloody, serous exudate may be en- 
countered, with no purulent manifestation. A culture, 
however, should be made. The incision should not be 
closed, but left open, with a sterile dressing to be changed 
every twelve to twenty-four hours. With this treatment, 
providing it is given sufficiently early, the disease is 
promptly arrested. 


If this treatment is followed by a quick cure, the 
family sometimes considers the operation meddlesome and 
frequently they are led to believe that there was nothing 
wrong. This is true not only of the laity, but sometimes 
of the profession. This is true, however, only when the 
doctor lacks knowledge, training, and hospital contact. To 
the average observer, and unfortunately some doctors, 
there is nothing wrong unless there is visible pus. 


The patient should be kept quiet in bed, with complete 
rest. A non-protein diet should be prescribed. Osteo- 
pathic treatment should be given daily. The patient should 
be in an osteopathic hospital or under the care of an 
osteopathic nurse. 


If surgery has not been applied sufficiently early it 
may be necessary to open widely the medullary cavity. 
When this is necessary, pus with a beginning necrosis will 
be found. This is considered a late case, but the kind that 
is more impressive to the family, friends and some family 
physicians. They like to see destructive tissue. It may 
be a doctor’s lesson in the result of negligence. Drainage 
is maintained from twenty-four to forty-eight hours. This 
is followed by the use of Carrel-Dakin solution or other 
antiseptic dressings, which are changed as necessary. If 
a sequestrum has formed, it must be removed. 


Traumatic osteomyelitis is usually the result of injury 
to the bones, such as compound fractures, amputations or 
almost any bone operation. The treatment is surgical, de- 
pending upon the condition. If we have infection as the 
result of a compound fracture, with conditions otherwise 
suitable, a débridement would be advisable, to prevent a 
later osteomyelitis. If there are infected tonsils, teeth, 
sinuses or mastoids, gall bladder disease, etc., they should 
be treated accordingly. Daily manipulative treatment of 
other parts of the body is essential to maintain a high 
body resistance. It is necessary to avoid complications 
such as pyemia, extensive necrosis of the bone, acute 
arthritis, or any condition that may otherwise develop. 
Manipulative treatment, under any condition, will lessen 
the probabilities of complications and sequellae. 


Surgeons have different methods for the treatment of 
the various stages of osteomyelitis, many of which are 
quite good; none of them, however, are ideal. Osteo- 
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myelitis gives any surgeon of wide experience a great deal 
of uneasiness and food for thought. The treatment is 
frequently necessarily prolonged and is often unsatisfac- 
tory to patient and physician. If we can get a case early, 
within two or three days, the method of treatment as 
first mentioned, accompanied by osteopathic care, will 
give most satisfactory results. Every case will have a 
better chance of recovery under general osteopathic care. 
Manipulative treatment is of first importance. Heliotherapy 
has a great advantage as an adjunct. In the presence of 
pus, drainage must be maintained at all times. 


I have no faith in serum therapy or vaccines. I have 
observed a number of cases where they have been used 
with no results, and many, in my opinion, would have 
been much better without them. With osteopathic treat- 
ment and surgery our results are much more satisfactory 
than where surgery and other measures are used, without 
the benefit of osteopathic care. 


PROGNOSIS 


The prognosis in any case must be guarded. Where 
there is pus or infection in the system, no doctor can con- 
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trol the possibility of metastasis or complications. 
complications, in fact almost anything, may arise. 

In the acute case, with early treatment, the prognosis 
is very good, as explained. Prognosis in cases that have 
gone beyond the first stage, when the tissues have broken 
down, is not so good. The bone must be widely opened. 
The patient may go on for years, necessitating many oper- 
ations, and still be uncured with one or more foci in other 
bones in any part of the body. 

SUMMARY 

When an early diagnosis can be made, we are im- 
pressed with the importance, for best results, of early 
surgical intervention and osteopathic manipulative work 
to the body in general. In case of late diagnosis, a more 
radical surgical operation is needed and the prognosis is 
more guarded. Late cases are quite unsatisfactory; entire 
eradication of infection is not always possible. Osteo- 
pathic manipulative treatment of the body, combined with 
surgery of the local pathology, will, in any stage with any 
patient, give better results than cases that do not have the 
advantage of osteopathic therapy, combined with modern 
surgical intervention. 


Bashline-Rossman Hospital. 
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THE ABUSE OF NON-SURGICAL METHODS IN 
THE TRRATHENT OF SINUS DISEASES* 


DAVID S. COWHERD, D.O. 
Seas City, Mo. 


It has been said that there is nothing new or original on 
earth. Many ideas and methods claimed to be original now 
may have been originated and discarded ages ago. At best, 
new thoughts and new ideas can be accepted only in rare 
instances, following the most advanced research. It re- 
quires a keen, analytical mind, backed up by years of prac- 
tical experience, to sort out the real scientific, meritorious 
facts in the medical world. Special claims and individual 
methods paraded in literature and demonstrated in spectac- 
ular fashion are too often tinged with commercialism and 
drift into disrepute with the passing of time. With these 
facts in mind, it is difficult to prepare a paper that will stand 
the acid test unless flavored with facts that have become 
conventional, and that will seem to a scientific group to be 
common knowledge. 


DISEASE AN UNKNOWN EQUATION 


What is really known about disease? What is known 
about the intricacies of body chemistry in its normal physio- 
logical state? What is known about the variations of that 
chemistry in its numerous pathological states? The funda- 
mentals of our profession are based on the principle laid 
down by its founder, A. T. Still, that the body contains 
within itself all the necessary substances and all the neces- 
sary power to combat disease. A truer statement has prob- 
ably never been made; yet all life, unless ended prematurely 
by ‘violence, is terminated by some disease process. 

Grossly speaking, disease is r2cognized in its various 
states simply as infectious or degenerative, with innumerable 
combinations and complications of these two general classi- 
fications. We know that health is governed by definite and 
fixed laws, but our knowledge of those laws is incomplete. 
We know in a general way that our health depends upon 
our environment, what we eat, how we sleep, think, and 
live, qualified by the hereditary powers transmitted to us 
through the chromosomes of our ancestors. We know 
that the violation of these Jaws of health, through ignorance, 
accident, or other circumstances, results in disease. From 
these fundamental truths it is our problem as physicians to 
arrive at a finer classification of disease and to prescribe 
according to our most obvious and best proved conclusions. 


*Delivered before the 37th A.O.A. Convention, Milwaukee, 1933. 


SURGICAL VERSUS NON-SURGICAL 


OF THE SINUSES 


I was asked to prepare a paper on “The Abuse of Non- 
Surgical Methods in the Treatment of Sinus Diseases;” my 
preference would probably have been a paper on “The 
Abuse of Surgical Treatment” of these conditions. I am 
not, however, unmindful of the abuses on both sides of 
this question. Indeed, failure to recognize the necessity of 
surgical interference in selected cases is fraught with more 
grave dangers, and greater complications result than in the 
use of surgery when it is not needed. And, while I am 
convinced that there are relatively few cases where surgery 
is indicated, I am equally convinced that when it is defi- 
nitely indicated there is no substitute. Often, it is a question 
of life or death; at best, it is a question of complete or in- 
complete results, 


TREATMENT 


THE ANATOMICAL CONSIDERATION 


There are eight named accessory sinuses, four on each 
side of the nose: The right and left frontals, the right and 
left ethmoids (anterior and posterior), the ‘right and left 
maxillary and the right and left sphenoids. The ethmoids 
consist of pneumatic cells of variable size and number, 
usually twelve. All the sinuses communicate with the nasal 
fossa and are lined with a mucous membrane that is con- 
tinuous with the membrane of the nose. The lining of the 
sinuses is very similar to that of the nose, but it is thinner 
and has fewer glands, except at and around the ostia of the 
maxillary and sphenoidal sinuses. It is composed of a 
stratified, ciliated, columnar epithelium which rests on a thin 
basal membrane loosely adherent to the underlying perios- 
teum. The movement of the cilia is toward the ostia of the 
sinuses. The movement of the cilia in the nasal chambers 
is from before backwards. The nerve and blood supply enter 
the sinuses for the most part through their respective ostia. 
The nerve supply in turn arises from branches of the eth- 
moidal and sphenopalatine nerves. The blood supply comes 
from the anterior and posterior ethmoidal branches of the 
ophthalmic artery, and from the sphenopalatine branch of 
the middle meningeal artery. For clinical purposes the 
sinuses are divided into two groups: the anterior group 
which comprises the frontal, the anterior ethmoidal, and the 

maxillary sinuses, and the posterior group which comprises 
the posterior ethmoidal and sphenoidal sinuses. The anterior 
group drains beneath the middle turbinate into the middle 
meatus; the posterior group drains beneath the superior 
turbinate into the superior meatus; the sphenoid drains 
most posteriorly at a slightly lower level. The anatomical 
relationship of the turbinates to the ostia, particularly the 
middle turbinate, and the relationship of the turbinates to 
the septum, is of tremendous clinical importance. The in- 
tegrity of all the nasal structures is indispensable to normal 
nasal function, a factor I will later discuss in more detail. 


THE PHYSIOLOGY OF THE SINUSES 


So far as I have been able to determine, the exact 
function of the sinuses is not definitely known. It is thought 
that at one time they may have contributed somewhat to 














270 


the sense of smell, but in that respect they have evolved into 
the vestigial category. It is thought that they may give aid 
to the resonance of the voice, but as far as I know that 
theory has not been substantiated. It is also contended that 
they may add strength to the bony structures and at the 
same time lessen their weight. We do know that the sinuses 
are pneumatic cavities which communicate with the nose, 
and that the membranous lining of the sinuses and of the 
nasal fossae are continuous through their ostia and are 
similar in histological structure and function. 


The secretions of the sinuses are normally discharged 
into the nose by way of the ostia, either by gravity or the 
ciliary action, depending on the location of the opening in 
relation to the cavity. These communications may aid some- 
what in the proper conditioning of the nasal membranes, 
which in turn are responsible for the proper conditioning of 
the inspired air. Certainly it is true that the membranes of 
the nose and of all the accessory sinuses are very closely 
associated in their functions, and any pathological change 
in one part has a tendency to be transmitted to all parts. 
This is clearly demonstrated in the common cold, for it is 
impossible to have a cold in the head without some sinus 
involvement. The turbinates are the most important struc- 
tures of the nose in the proper conditioning of the air and 
their functional and structural integrity is imperative to the 
proper functioning of the sinuses. Any appreciable change 
in these structures interferes with normal sinus drainage, 
and any interference with drainage tends to cause stagnation 
and infection. 


PATHOLOGY AND COMPLICATIONS 


The roles of all mucous membranes are similar in the 
various pathological states. In acute infection there is con- 
gestion and hyperemia. The vasoconstrictor muscles of the 
capillaries become paralyzed, the dilator fibers irritated, and 
a passive hyperemia of the blood capillaries and lymph 
vessels develops. As a result, there is swelling and thicken- 
ing of the membranes. There is an increased migration of 
leukocytes and a transudation of lymph and serum. The epi- 
thelium is exfoliated and mixed with the other inflammatory 
products and secretions. Various bacteria are present in 
various conditions, including the several strains of strep- 
tococci, the pneumococci, the Klebs-Loeffler bacilli, the 
bacilli influenzae, Friedlander’s bacilli, the various strains of 
staphylococci, and possibly many others. The streptococcus 
hemolyticus has been found in recent years to be a very 
common and important factor in acute rhinitis and sinusitis. 


The duration and course of these acute inflammatory 
processes vary. The average course is from ten days to 
two weeks. If the course is prolonged unduly there is a 
tendency for the condition to pass into the various chronic 
manifestations such as turgescence, hypertrophy, hyper- 
plasia, and eventually atrophic changes. These changes 
usually occur in the order named. Turgescence is the first 
manifestation of chronic rhinitis, and is characterized by per- 
sistent unilateral, bilateral, or alternating swelling of the 
inferior turbinates. There are attacks of nasal obstructions 
and a thick mucous discharge. If this condition persists 
over a period of years there is actual hypertrophy caused by 
congestion and over nutrition of the cellular elements. The 
individual cells become larger, and a hypertrophic rhinitis, 
usually confined to the inferior turbinated bodies, results. 


Hyperplastic rhinitis is also characterized by an increase 
in the thickness of the mucous membranes, but instead of 
an increase in the size of the individual cells, as in the 
hypertrophic condition, there is an increase in the number 
of cells, especially the connective tissue cells. A hyperplastic 
rhinitis may pass into an atrophic rhinitis, by virtue of the 
fact that the excessive connective tissue causes a sclerotic 
atrophy and a gradual cut-off of the blood supply. Atrophic 
rhinitis, therefore, is not an inflammatory process, in the 
strictest sense, but is rather the result of long continued in- 
flammation. Atrophic rhinitis may also be a _ secondary 
manifestation of anemia, or of some constitutional dyscrasia. 


In all inflammatory processes of the membranes of the 
nose and accessory sinuses, there is danger that the bacteria 
may penetrate the subepithelial layer and reach the perios- 
teum, with eventual necrosis of the underlying bony struc- 
ture. The chain of pathological changes is the same whether 
it comes in the nasal passages or the sinuses; but once 
established in the sinuses, there is more danger of serious 
consequences. In the acute stage, if drainage is blocked 
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and ventilation is absent, the sinuses become veritable in- 
cubators for bacteria. The contents stagnate, the epithelial 
layers disintegrate, and the ciliary motion is destroyed. 
Unless drainage is established, serious complications, such 
as orbital abscess, cellulitis, extradural and brain ab- 
scesses, meningitis, or sinus thrombosis may result. In the 
chronic stage, impaired hearing, ocular disturbances, and 
general impairment of health are common complications. 


ETIOLOGY 


From the foregoing statements, the etiological factors 
of sinus diseases must be apparent. In my opinion pathology 
of the nose involves pathology of the sinuses; sinus dis- 
eases are usually secondary to nasal pathology. I have al- 
ready referred to the close association between the mem- 
branes of the nose and the accessory sinuses. It is true 
that the health of these membranes depends in large measure 
upon the health of the individual, and the factors governing 
the general health have a definite etiological bearing. They 
have already been cited under environment, diet, living habits, 
and hereditary powers. They are incidental to this paper. 
Besides the general health of the individual, the nerve and 
blood supply to the membranes is especially important. I am 
impressed with the emphasis that Ballenger places upon 
adequate nerve and blood supply to these structures as being 
necessary to prevent disease. He states the osteopathic 
principle, but is without the adequate means of putting it 
to use. I assume that, as osteopathic physicians, we give 
due consideration to the nerve and blood supply of these 
structures in all abnormal conditions. It is by supplying 
this missing link of treatment that we gain advantage over 
our allopathic competitors. 


Obstruction to free drainage and ventilation is the most 
important cause of sinus disease. This one important cause 
is the one most disregarded by the non-surgical advocates, 
and this paper is intended to point out the fallacy of such 
a policy. The nerve and blood supply may be adequate and 
the general health perfect, but if there is impairment of 
ventilation or drainage sinusitis is most likely to develop, 
and persist, when the patient is exposed to any one of the 
innumerable exciting causes such as the common cold, in- 
fluenza, or any of the various febrile and exe-thematous 
diseases. The most common cause of obstruction to drain- 
age of the sinuses is bony impingement, especially in the 
region of the middle turbinate and the hiatus semilunaris. 
These impingements are the result of deflection of the 
septum, ridges, spurs, or some abnormal contour or hyper- 
trophy of the bony structures. They are the most potent 
etiological factors in sinus diseases. Drainage may be 
interfered with, of course, by any thickening and congestion 
of the membranes, but if there is no bony impingement this 
interference is usually temporary or amenable to conservative 
treatment. Contacts due to bony deformities not only 
obstruct drainage directly and permanently, but such con- 
tacts also disturb the circulation and predispose the tissues 
to congestion and chronic inflammation. Any structural 
abnormality of the nose, therefore, must be considered from 
a surgical standpoint when the sinuses are diseased. 


DIFFERENTIAL DIAGNOSIS OF SURGICAL AND 
NON-SURGICAL CONDITIONS 


In order to avoid the abuses of non-surgical methods, 
the diagnosis must differentiate between surgical and non- 
surgical cases. When all of the etiological factors are under- 
stood this should be relatively easy to do, provided the 
physician recognizes the visible pathology in the nasal fossae, 
or is familiar with the normal and abnormal anatomical 
structures. 


The acute sinus is rather easily diagnosed. There is 
headache, or pain over the affected sinus, with tenderness; 
the location of pain in the temples, postocular or sub- 
occipital regions, and the rigidity of the neck muscles de- 
pends on which sinus is involved. There is often swelling 
and edema over the part affected, involving the orbit and 
eyelids. Watery, mucopurulent, or thick creamy pus can be 
seen escaping in the nasal chambers from a given ostium or 
fistulous opening. There is usually fever with general septic 
symptoms. These symptoms are usually associated with a 
history of a severe cold in the head, influenza, or any one 
of the acute febrile diseases. 


The chronic sinus is not so easily diagnosed. There is 
usually a history of postnasal dripping, most noticeable in 
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the early morning and possibly a considerable’ nasal dis- 
charge during the day. Transillumination is of some value, 
but is not infallible. I have seen definitely infected sinuses 
in which transillumination was absolutely negative. The 
x-ray is of value if the picture is properly taken and inter- 
preted. The appearance of a discharge around the ostia is 
definitely diagnostic. The appearance of the membranes 
around the openings is often diagnostic, even though no dis- 
charge is seen at the time of examination. The application 
of a vacuum to the nostril may bring forth a discharge that 
otherwise would not show up at the time of examination. 


The differential diagnosis depends primarily upon the 
recognition of complete or incomplete drainage and upon 
the degree of disintegration of the affected parts. It will be 
remembered that for clinical reasons the sinuses are divided 
into two groups, and that the anterior group drains below 
the middle turbinate into the infundibulum; while the 
posterior group drains more posteriorly above the mid-tur- 
binate and into the superior meatus. The areas thus to be 
examined for obstructions would be in these two respective 
regions. If the obstruction is caused by a turgescence and 
swelling of the soft tissues and can be reduced by the appli- 
cation of adrenalin or cocaine, it is usually a non-surgical 
condition and can be successfully treated by non-surgical 
methods. But if the obstruction is bony the condition is 
surgical, and by establishing surgical drainage in these re- 
gions the infectious processes tend to subside and will often 
obviate the necessity of more radical surgery. Should these 
measures fail, more radical operative procedure may be 
performed in due time. Of course, if the examination re- 
veals advanced polypoid degeneration with bony necrosis, or 
if there is evidence of extensive degeneration with severe 
clinical symptoms, complete and thorough surgical removal 
of the affected parts is immediately indicated. 


SURGICAL VERSUS NON-SURGICAL TREATMENT 


The object of treatment is to promote drainage and 
ventilation and to aid nature in what she is already trying 
to do. This often requires the combination of the so-called 
surgical and non-surgical procedures. The treatment indi- 
cated is the method or combination of methods which will 
reach that objective. It is generally conceded that the non- 
surgical methods have a broader scope, because they are 
amenable, not only to local application, but also to such 
measures as will best promote the general reconstructive 
forces. I have already stated that the intricacies of body 
chemistry and physiology are not definitely understood, in 
either normal or pathological states, and therefore it is im- 
possible to prescribe in a general way with scientific accuracy ; 
but while the non-surgical methods of treatment cannot be 
placed in the category of an exact science and cannot be 
standardized, they do accomplish the desired results in the 
majority of cases unless surgical drainage is made necessary 
by bony impingement. 


To illustrate their merits, as well as their limitations, 
I will give a brief comparative resumé of approved non- 
surgical methods. As I have stated, the object of treatment 
is to promote drainage and to aid nature in what she is al- 
ready trying to do. In attempting this non-surgically, we 
will, in every case, first improve the nerve and blood supply 
to the affected parts by specific osteopathic correction of 
mechanical lesions. We will add to this the lymphatic pump 
and such other (manipulative) measures as are indicated. 
We will prescribe a diet according to the determined idio- 
syncrasies of the individual and according to our belief that 
a balanced diet contains all the necessary ingredients to meet 
the body needs. We will supplement this diet with the indi- 
cated endocrine products, if we deem them necessary. In 
other words, we will make available, for selection and adap- 
tation, adequate material whereby the body by its inherent 
ability can repair its parts; and we will realize that only 
the body knows how to select its material. Locally, we will 
apply the various desensitizing and shrinking agents, together, 
possibly, with some of the counterirritants, our object being 
to promote drainage by shrinkage of the soft tissues, and, 
with the counterirritants, to augment the natural processes. 
‘The bacterial flora may be antagonized somewhat by the 
use of antiseptics such as metaphen, acriflavine, or 1 to 5 
per cent iodine solution. In my experience, however, irriga- 
tions with normal saline, or with 50 per cent alkalol solution 
at 95 to 100 F. are equally antiseptic and are more effective 
in removing the effete materials. Such irrigation, however, 
should be followed by a bland oily spray. When there is 
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free drainage, therapeutic lamps are of decided benefit. The 
various suction or vacuum treatments judiciously applied are 
of definite benefit in evacuating the purulent contents from 
the sinuses. In selected cases, I have used the so-called dis- 
placement treatment with gratifying results. In this treat- 
ment the.air in the sinuses is displaced by vacuum and re- 
placed by an oily antiseptic solution previously instilled in 
the nasal chambers. 

I use for this solution. iodine, 1 grain, phenol, 3 grains, 
and liquid albolene, 1 ounce, as much as will suffice. The 
head must be held in a position to encourage the entrance 
of the solution into the respective ostia. The membranes, of 
course, must be shrunk before applying this treatment to 
insure maximum opening of the ostia. For shrinkage, I use 
ephedrine alkaloid, two and one-half grains, liquid albolene, 
1 ounce, as much as will suffice. In the chronic and subacute 
cases of rhinitis, I use the counterirritants to hasten resolu- 
tion. I use a proprietary preparation which I consider one 
of the best, but which must be used cautiously. It aids mate- 
rially in hastening resolution and permanent shrinkage of 
the tissues. 

In my experience, all these non-surgical methods are 
invaluable in the treatment of sinus diseases. I think I am 
conservative when I say that at least 90 per cent of all my 
cases respond admirably to these methods, although I do 
not claim that this estimate is entirely accurate. But if only 
10 per cent, or even less, will not respond without surgical 
interference and we do not use it, to that extent we are 
abusing not only a method of treatment but also our repu- 
tation, our time, and our energy. Drainage and ventilation 
must be established and the disintegrated tissues and morbid 
material must be removed. When the impingement is bony 
and the degeneration is extensive the treatment must be 
surgical, 

I will try to illustrate these points by presenting two 
case reports. 


CASE REPORTS 


Commercial man, aged 51 years, married, first seen June 
16, 1932. He complained of very sore throat of four or five 
days’ duration. His throat was swollen and inflamed, and 
fiery red. The uvula was swollen and edematous and hung 
down almost twice the normal length. He had been ex- 
tremely hoarse and for a time had lost his voice. He gave 
a history of blocking of the left naris, which had been 
especially noticeable the last few years. During that time 
he had been bothered with a troublesome postnasal drip- 
ping. He also had to blow his nose considerably. He caught 
cold frequently, and had headaches in the region of the 
left eye. These had been growing worse. 

Transillumination showed a shadow in the region of the 
left ethmoids. There was a second degree deflection of the 
septum to the left high up. 

The diagnosis was subacute ethmoiditis of the left side. 
The acute throat was a flare up of a subacute or chronic 
pharyngitis following a cold. It was treated accordingly. 
After the acute throat symptoms subsided, an attempt was 
made to clear up the ethmoiditis and the turgescent rhinitis 
by the above described non-surgical methods. There was 
considerable improvement in the appearance of the nasal 
and naso pharyngeal membranes, but a sense of fullness 
and uneasiness persisted in the region of the left ethmoids 
and under the left eye. On September 22 a submucous re- 
section of the septum was done, and the ethmoid labyrinth 
on the left was broken down, thus allowing free drainage. 

Housewife, aged 32 years, first seen April 28, 1932. She 
complained of pain in the right eye, with some edema of 
the lids. 

Examination revealed a chronic hypertrophic rhinitis 
with an enormous middle turbinate on the right that seemed 
to block the entire anterior group of sinuses. The inferior 
turbinate had been removed on the right. Transillumination 
was practically negative. 

On the date of examination a submucous resection of 
the middle turbinate on the right was made, and a cystic 
enlargement was removed. Following this operation there 
was free drainage from all the sinuses, and with the appro- 
priate follow-up treatment all symptoms subsided. 
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*The Interpretation of Neurological Symptoms. Leon E. Page, 
D.O., Chicago—p. 6. 

Pelvic Strain. F. P. Millard, D.O., Toronto, Ont.—p. 9. 

A Preliminary Report of Cases Treated by Thermogenic and 
Diathermy Therapy. Gilbert H. Kroeger, B.S., Kirksville, Mo. he rH. 

Dementia Praecox. F. M. Still, D.O., Macon, Mo.—p. 15. 

Clinical mga of Chronic Infections Under Thermogenic 
Therapy. Wilborn jj Deason, M.S., D.O., and Frank N. Barnes, 
Wichita, Kans. | 18. 

Rationale for the Treatment of Arthritis. John H. Styles, Jr., 

D.O., Kansas City, Mo.—p. 21. 

* Osteopathic Therapy a Medical Thinking. Wallace M. Pear- 
son, A.B., B.S., D.O., Cleveland.—p. 25. 

The Heart in Acute Toxemia. Arthur D. Becker, D.O., Kirks- 
ville, Mo.—p. 28. 

Roentgen-Ray Diagnosis as an Aid to the Clinician. Part II. 
Raymond P. Keesecker, B.S., D.O., Cleveland.—p. 30. 


The Interpretation of Neurological Symptoms.—The 
first installment in this issue contains a discussion of 
paralysis, the most common symptom of organic disease 
of the central nervous system. Paralysis resulting in 
loss of muscular control must be differentiated from in- 
voluntary movements such as athetosis, tremor, fibrillation, 
or tics. Paralysis may vary from simple muscular weak- 
ness, as in beginning atrophy, to total loss of function, 
as in anterior poliomyelitis. In testing for paralysis the 
corresponding functions of the two sides of the body 
should be compared. The extent of the paralvsis is deter- 
mined by routine tests which show the ability of the pa- 
tient to move individual muscle groups. The classical 
types of paralysis, upper and lower motor neuron involve- 
ments, are differentiated by observing and testing the 
muscles affected. The lower motor neuron lesion involves 
the anterior cells of the spinal cord or periphereal nerve 
and is characterized, in addition to paralysis, by flaccidity 
and wasting of the muscles. An upper motor neuron 
lesion involves somewhere the pathway of the impulses 
from the brain to the anterior cells in the spinal cord and 
is characterized by exaggerated reflexes, spastic and 
hypertonic muscles. 

Osteopathic Therapy and Medical Thinking.—Pearson 
has ingeniously devised an osteopathic chart which takes 
up the two middle pages of the January issue, showing 
in schematic form the relationship between the osteopathic 
lesion and symptomotology. Symptoms are listed under 
the following heads: Syndrome of sympathetic stimula- 
tion; Syndrome of Parasympathetic Stimulation; Sym- 
toms due to toxemia; Symptoms due to reflex cause. 

Pearson says that “if one must think of disease proc- 
esses symptomatically, there should be a classification of 
symptoms that will leave a place for the syndrome of the 
osteopathic lesion to make a connecting link in the classi- 
fication scheme” and further that “the philosophy of dis- 
ease based on the maintenance of proper sympathetic- 
parasympathetic balance is of the nature that the lesion 
syndrome cannot be neglected.” 
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X-Ray Versus Clinical Findings in the Diagnosis of Sinus Dis- 
ease. L. Larrimore, D.O., Kansas City, Mo.—p. 9. 

Discussion of Dr. alter V. Goodfellow’s Article, ‘‘Hearing Tests 
Simplified, or What Can Be Done with the C-2 Tuning Fork.” 
C. Paul Snyder, D.O., Philadelphia.—p. 15. 

Collapsed Ala Nasi Reconstructor—Self- Retaining Anterior Nasal 
Dilator. William H. Schultz, D.O., eee —p. 1 

Problems of the Osteopathic Surgeon. + oe Ruddy, D.O., Los 
Angeles. —p. 

*Asthma and Associated Intranasal Pathology. C. Paul Snyder, 
D.O., Philadelphia.—p. 

Osteopathic Finger Surgery of the Eyeball. James D. Edwards, 
D.O., St. Louis.—p. 39. 

Treatment of Hay Fever by Gueepetie Surgery. Wilborn J. 
Deason, M.S., ichita, Kans.—p. 41. 

Tinnitus “Aurium. Charles M. Calies, D.O., Columbus, Ohio.— 
p. 43, 


Asthma and Associated Intranasal Pathology.—Snyder 
says asthma is primarily a toxemia, but is not a local tis- 
sue reaction; it is a reflex phenomenon involving certain 
portions of the nervous system. The more potent factors 
may be classified as (1) allergic, and under this (a) by 
inhalation, (b) by ingestion, and (c) by absorption from 
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foci—bacterial proteins; (2) non-allergic (vaso-motor 
rhinitis), and under this (a) thermal changes—heat, cold, 
and (b) undiagnosed etiological factors. Carefully regu- 
lated diet and gland therapy result in temporary relief, 
but do not always cure the patient. Mayo Clinic, 1914, 
reports that 90 per cent of their asthmatic patients had 
an etiological factor in the upper respiratory tract. With 
regard to intranasal disease, Snyder calls the ethmoid 
region the “trigger” area because it is covered with neuro- 
epithelial cells and receives its nerve supply from the 
ophthalmic and superior maxillary divisions of the fifth 
nerve, which are in direct communication with the vagus. 
In order to alleviate asthma, pus must be eliminated and 
the entire filtering surface of the nose rejuvenated by 
surgical or non-surgical means. Each asthmatic patient 
is curable in proportion to the physician’s ability to ac- 
complish (a) removal of the cause of vagus irritation and 
(b) restoration of the normal neuro- physiologic balance. 
This is accomplished by removal of irritation in the res- 
piratory tract, principally in the nose, the removal of all 
sources of toxic absorption, and the restoration of ade- 
quate elimination. 


THE WESTERN OSTEOPATH, LOS ANGELES 
29: No. 6, January, 1934 

*Some Orthopedic Aspects of Backache. Carle H. Phinney, D.O., 
Los Angeles.—p. 7. 

Scabies. Edward E. Brostrom, D.O., Los Angeles.—p. 11. 

Maintaining the Acid-Alkalin Balance of the Body. Lorenzo D. 
Whiting, D.O., Los Angeles.—p. % 

Some Orthopedic Aspects of Backache.—Phinney 
states that medical literature records 119 distinct condi- 
tions in which backache is a prominent symptom, and 
that 66 per cent of the cases of low back pain are caused 
by sacro-iliac conditions. He quotes Steindler, an allo- 
pathic orthopedist of note, as saying that “no matter 
how skeptical one might be in the matter of subluxation 
one cannot ignore the number of patients who make 
positive statements that upon certain manipulations of the 
thigh or upon certain movements of the body, the pain 
in the sacro-iliac junction suddenly becomes relieved 
after a noticeable click is heard or felt.” Next in im- 
portance to sacro-iliac conditions, Phinney names lumbo- 
sacral conditions such as elongated and anomalous fifth 
lumbar transverse processes, sacralization of the fifth 
lumbar vertebra, spondylolisthesis and lumbarization of 
the first sacral segment. Another frequent cause of back- 
ache is scoliosis. Other causes are wrong posture and 
errors of locomotion, visceral ptoses and pendulous abdo- 
mens, and the two general types of chronic arthritis, 
rheumatoid and osteoarthritic. He says that “move- 
ment is the prime function of a joint and movement deter- 
mines its integrity and its life. It is amazing in how many 
cases of arthritis persistent osteopathic technic, properly 
and carefully applied, have given relief and at least a 
partial degree of function to sufferers from this malady, 
although in some cases mobilization, in the presence of 
partial bridging of the spine, aggravates all symptoms. 
Treatment today consists of attention to diet, to body 
metabolism, elimination of body waste, the application of 
various electric modalities, correction of body posture 
and visceroptoses, the elimination of focal infections, os- 
teopathic manipulative treatment, and support for affected 
regions through a spinal bone graft of the Hibbs or Albee 
type. 
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Intra-Abdominal Pressures ne by Voluntary Muscular 
ort 


D. P. Murphy and W. F. Mengert have devised and car- 
ried out experiments for measuring intra-abdominal pressures 
in the female. These pressures are measured by the use of 
an air inflated balloon inserted in the vagina and connected 
to a mercury manometer. The purpose of the experiments 
was to determine which position assumed by the woman in 
labor would give the most satisfactory help to the abdominal 
muscles in the expulsion of the child. Their results, together 
with carefully kept charts, are published in Surgery, Gynecol- 
ogy and Obstetrics, 1933, (Dec.) pp. 745-751. The seven dif- 
ferent postures which the women assumed in these tests 
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were: lateral prone, recumbent, knee-elbow, semirecumbent, 
squatting, standing, and sitting. Observations recorded show 
that the sitting posture is the best for maximum effort 
and the conclusion is drawn that a more liberal use of 
the sitting posture during the second stage should be used 
whenever there is a need to expedite labor. This does not 
mean an erect sitting posture, in which the lower back is 
firmly placed against a support; it is, rather, one in which the 
lumbar area is extended, in such a way that the person is 
“slumped down”. 


Adrenal Inertia 


D. C. Ragland in Clinical Medicine and Surgery, 1933 
(Dec.) 40: 625 and 626, describes a functional adrenal cortex 
insufficiency, that is not true Addison’s disease which de- 
stroys the cortical cells, but is one characterized by mus- 
cular weakness and tremor, marked imbalance of pulse pres- 
sure, sensitiveness to cold, capillary sluggishness, weak iris 
muscle, leukopenia, and imperfect nerve impulses. There is 
experimental evidence to show that the preponderant function 
of the cortex is the regulation of carbohydrate metabolism. 
Metabolism of sugar means its oxidation and reduction; in 
this way, heat and energy are liberated for use in the body. 
When there is a lack of secretion from the adrenal cortex 
there is practically the same symptom complex as is observed 
in hyperinsulinism. 


Ragland suggests that there is more to the diabetic pic- 
ture than the lack of pancreatic hormone. He also says that 
he has seen many patients with a minus basal metabolic rate 
who received no benefit from thyroid feeding, yet responded 
quickly to adrenal cortex treatment. Persistent neuralgia is 
also a sign of adrenal cortex inertia, according to Ragland, 
and he explains this by stating that “the muscles involved 
directly are the muscles of the blood vessel walls. Accom- 
panying each spinal nerve, as it emerges from the interver- 
tebral foramen, are a vein and an artery. The muscle cells of 
the vein walls, when deprived of the oxidizing principle of the 
adrenal cortex, lose their tone, the wall becomes weak, the 
vein dilates and presses the nerve against the bony or cartilagi- 
nous part of the foramen. The result is pain along the course 
of the nerve pressed upon; in other words, ‘neuralgia’.” 


The method of overcoming adrenal cortex inertia is dia- 
thermy through the body anteroposteriorly, at the level of the 
adrenals. By increasing the temperature of these glands, one 
would induce a greater flow of blood and lymph through 
them. This would increase their functional activity and 
hormone production. 





The Cerebrospinal Fluid in Neurological Diagnosis 


G. Wiillenweber, writing in the Deutsche medizinische 
Wochenschrift, 1933 (Oct. 13), which was abstracted in the 
New York State Journal of Medicine, 1933 (Dec. 15), 33: 
1449, would limit the use of the spinal puncture, because of 
the discomfort to the patient and possible after effects, to 
those cases only in which a correct diagnosis would point the 
way to the right therapy. A successful neurological diagnosis 
can be determined from many other sources than a spinal 
puncture. It is valuable, however, in obscure cases in which 
the question is raised whether or not an organic nerve affec- 
tion is present and the type of nervous disease, if any. Here 
examinations should be limited to those which may clear up 
the diagnosis. For example, the sugar determination alone is 
enough when it is a question between encephalitis and menin- 
gitis; the pressure determination alone is sometimes enough 
for differential diagnosis between brain tumor and softening 
of the brain. 





Hypo- and Hyper-Dynamic Hearts 


Allen W. Holmes in the New York State Journal of 
Medicine, 1933 (Dec. 1), 33:1383-1385, describes the hyper- 
dynamic heart as one in which the individual muscle bundles 
in the heart are hypertrophied as a result of dilatation and 
stretching to overcome peripheral resistance in the sclerosed 
arteries, arterioles and capillaries. On account of the stretch- 
ing, the heart contracts more strongly. An example of this is 
essential hypertension. 


As the process advances the maximum is finally reached 
and the myocardium begins to be embarrassed by its load. 
With greater dilatation the myocardium becomes weakened 
and the contractions become more and more inefficient and 
characterless. When this stage is reached the term hypo- 
-dynamic is applied to the heart. 
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When the coronary artery becomes sclerosed there is a 
degeneration and atrophy of the muscle fibers. In this con- 
dition the heart does not go through a hyperdynamic stage. 
The heart is found small and hypodynamic. Inflammatory 
conditions of the aorta, syphilitic aortitis, valvular defects, 
hyperthyroidism, fatty degeneration and other types of heart 
disease have a definite effect upon the dynamics of the dif- 
ferent heart chambers. 


Holmes says that the x-ray is invaluable in determining 
the amplitude and character of the contractions of the various 
chambers, in addition to their size and outline. 





Calcium Metabolism and the Quality of Sleep 


As calcium metabolism is lowered, irritability of all tis- 
sues is increased. Donal A. Laird, writing in the Medical 
Journal and Record, 1933 (Dec. 6), 138:396-398, endeavored 
to determine what effect an increase of calcium in the diet 
of normal persons would have on the quality of their sleep. 
Eight healthy students of Colgate University were kept under 
observation for three and one-half months as their diets were 
gradually supplemented with more calcium. Each student had 
been trained to keep an accurate record of the number of 
hours he slept and of the quality of the sleep. Records for 
448 nights indicated that: (1) Supplementing the dict to 
increase calcium metabolism within the normal range does 
not alter the amount of sleep, but does consistently better its 
quality; (2) the sleep of even normal sleepers who are not 
aware of any sleep deficiencies can still be improved in qual- 
ity; and (3) the level of calcium metabolism determines to 
a measurable extent the quality of an individual’s sleep. It 
is generally known that changes in calcium metabolism are 
due principally to diet, and to exposure to sunshine. The 
parathyroid glands are a factor in this metabolism; but in the 
vast majority of ordinary changes in serum calcium, diet and 
sunshine play the principal roles. 





Book Notices 


STEDMAN’S MEDICAL DICTIONARY. By Thomas Lathrop 
Stedman, A.M., M.D. Twelfth Edition. 1,266 large double-column 
pages. Semi- flexible fabricoid binding. Red edges. Round corners. 
Plain edge, $7.00. Thumb index, $7.50. William Wood and Company, 
Baltimore, Md., 


About a thousand new terms have been included in 
this new edition of a standard dictionary, without count- 
ing the hundreds of new subtitles. Its complete revision 
necessitated resetting the type of the entire book and the 
addition of thirty-three pages. All the changes in the 
British Pharmacopoeia of 1932 are noted. Quite a number 
of new terms suggested by the Committee on Nomencla- 
ture of the German Anatomical Society have been inserted 
for the convenience of readers of contemporary German 
medical literature. 


A TEETBOCE OF PHYSIOLOGY. By William H. Howell, 
=. M.D., Sc. LL.D. Twelfth Edition. Pp. 1,132. Cloth. 
W. B: Saunders ee” Philadelphia, 1933. 


More changes than usual have been necessary in this 
edition, particularly on such subjects as the vitamins, the 
hormones, and the chemistry of muscle contraction. The 
author has attempted to incorporate in the text, in a form 
suitable to the beginning student, the essential advances 
in these and other important fields. At the same time 
he has undertaken to emphasize the fact that prevailing 
theories are often but stages in the gradual growth of 
knowledge, and so in a number of instances, to illustrate 
the changing points of view of preceding generations, 
he has included historical sketches of theories now discarded. 


THE DUODENUM. By Edward L. Kellogg, M.D., F.A.C.S. 
Pp. 855. Cloth. Price $10. Paul B. Hoeber, Inc., New York, 1933. 


This is the third book to appear in Hoeber’s series of 
surgical monographs. It takes up in detail the anatomy 
of the duodenum, its physiology, its bacteriology, duo- 
denal toxemia, instruments and apparatus used in the 
diagnosis and treatment, examination, and finally the vari- 
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ous diseases and disorders to which the duodenum is subject, 
with the etiology, symptoms, diagnosis, and treatment of each. 


The author has done a tremendous amount of study 
on the writings of others to supplement his own extensive 
experience. Something of the scope of this study may 
be understood when it is noted that after the list of 
references was considerably cut down, it still occupies 
132 of the large pages of this work. 


PRINCIPLES p> PRACTICE OF OBSTETRICS. By Joseph 
B. DeLee, A.M., Sixth Edition. Pp. 1,165. Cloth. Price, 
$12.00. W. B. Bd Co., Philadelphia, 1533. 

Little new comment is needed in connection with this 
outstanding text on obstetrics. Recognizing that the 
maternal mortality in the United States has not dimin- 
ished and that the vast majority of births still occur 
in the homes and at the hands of the family doctors, the 
author has given conservative advice, emphasizing intelli- 
gent expectancy, and describing how efficient antisepsis 
and asepsis can be carried out in the most discouraging 
surroundings. New pictures have been added, local anes- 
thesia and the newer narcotics are discussed. A full 
description of the Aschheim-Zondek pregnancy test is 
included. DeLee holds that the endocrinal changes in 
pregnancy are understood even less than at other times 
in a woman’s life, and that very little is positively known. 
He does include what he considers “the few kernels of 
probable truth”. 


DISEASES OF THE CHEST AND THE PRINCIPLES So 
PHYSICAL DIAGNOSIS. By George William Norris, A.B., M. 
and Henry R. M. Landis, A AB., M.D., Sc.D. Fifth Edition. Pe 
997. Cloth. Price, $10.00. W. ’B. Saunders Co., Philadelphia, 1933. 


The authors have endeavored to make as practical 
as possible this book on the physical diagnosis of the 
heart and lungs in health and disease. They have paid 
particular attention to the subject of diagnostic acoustics, 
in the belief that the results of percussion and auscultation 
can be intelligently interpreted only through the com- 
prehension of the laws of sound production and trans- 
mission. In an endeavor to teach as much as possible 
by means of illustration, they have presented nearly five 
hundred charts and photographs, many of the latter being 
made of frozen sections previously hardened in formalin, 
so that the anatomic relations of the tissues remain 
the same as in life. In preparing the fifth edition, much 
new material has been added and many sections thor- 
oughly revised. 





State Boards 


California 
E. G. Bashor, Los Angeles, was reappointed a mem- 
ber of the State Board of Osteopathic Examiners, term 
expiring December 21, 1936. 


Florida 
The next examination of the Osteopathic Medical 
Board in Florida will be held at the Tuttle Hotel, Miami, 
February 27, 28 and March 1. 


Georgia 


A. G. Hill, Savannah, and W. Arthur Hasty, Griffin, 
were appointed October 30, 1933, to the State Board of 
Osteopathic Examiners, terms expiring in September, 1934. 


Illinois 


O. C. Foreman, Chicago, 
examinations will be held during 1934 as follows: 
10, 11, 12, June 26, 27, 28, October 16, 17, 18. 


reports that state board 
April 


Kansas 


The Kansas State Board of Osteopathic Examination 
and Registration will meet in Topeka February 15. All 
applications should be in the hands of the secretary, 
F. M. Godfrey, Topeka, at least ten days prior to that 
date. 


STATE BOARDS—CONVENTIONS AND MEETINGS 
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Conventions and Meetings 


Announcements 


American Collegeof Osteopathic Surgeons, Des 


Moines, October, 1934. 


American Osteopathic Association, Thirty-eighth an- 
nual convention, Wichita, Kan., week of July 23, 1934. 


American Osteopathic Society of Ophthalmology and 
Otolaryngology, Wichita, Kan., July 19, 20, 21, 1934. 


Arizona state convention, Phoenix, May, 1934, 
Arkansas state convention, Little Rock, May, 1934. 
California state convention, Long Beach, June, 1934. 


Eastern Osteopathic Association convention, New 
York City, March 10 and 11, 1934. 


Florida state convention, Gainesville, May 3 and 4, 


Idaho state convention, Pocatello, 1934. 
Illinois state convention, Ottawa, May, 1934. 


Indiana state convention, French Lick, October 10 
and 11, 1934. 


Satevantinnss Society of Ophthalmology and Oto- 
laryngology, Wichita, Kan., July 18, 4. 


Kansas state convention, Manhattan, October, 

Michigan state convention, Detroit, 1934. 

Missouri state convention, Kansas City, October, 1934. 

Nebraska state convention, Columbus, September 24- 
26, 1934. 

New York state convention, Rochester, 
and 14, 1934. 


North Carolina state convention, Durham, May, 1934. 
Ohio state convention, Columbus, May, 1934. 


ae Oklahoma state convention, Seminole, April 19, 20, 
4 


1934. 


October 13 


Pennsylvania state convention, Philadelphia, May 10- 
12, 1934. 

South Carolina state convention, May, 1934. 

South Dakota state convention, Sioux Falls, 1934. 
Tennessee state convention, Nashville, 1934. 

Texas state convention, Fort Worth, May, 1934. 
Vermont state convention, Randolph, September, 1934. 
Virginia state convention, Richmond, May, 1934. 


CALIFORNIA 
State Society 


The program of the northern midwinter meeting of 
the California Osteopathic Association held January 6 and 
7 in San Francisco was as follows: “Structural Aspects 
of Pelvic Conditions” by E. G. Bashor, “Role of the 
Spinal Muscles in Backache” by Charles H. Spencer, and 
a symposium on “Differential Diagnosis from the Urol- 
ogist’s Viewpoint.” The symposium was conducted by 
Edward B. Jones and included the following talks: “The 
Bedside Picture” by Duane Stonier, “Diagnostic Proce- 
dure” by Robert Rough, “Treatment” by L. B. Faires 
and “Summary” by Dr. Jones. Dr. Bashor also spoke 
on “Diagnosis and Treatment of Salpingitis.” 

The southern midwinter meeting will be held Febru- 
ary 3 at Hotel Vista del Arroyo, Pasadena. The follow- 
ing program has been arranged by W. W. Pritchard and 
Edward T. Abbott: At the morning session, “Role of the 
Spinal Muscles in Backache” by Charles H. Spencer, Los 


Angeles, and a symposium on pneumonia. The sympos- 
ium will be as follows: “Physical Findings, Morbid 
Anatomy, and Physiology” by Louis C. Chandler, Los 


Angeles; “Normal Physiology of Lungs and Chest,” and 
“The Clinical Picture in Empyema, Lung Abscess and 
Lung Necrosis” by Dain L. Tasker, Los Angeles; “Treat- 
ment of Pneumonia and Empyema (Non-Surgical)” by 
J. J. Galbraith, Los Angeles; “Surgical Consideration of 
Complications” by J. H. Long, Pasadena; the summary 
will be made by Dr. Chandler. In the afternoon, a sym- 
posium on “Differential Diagnosis from the Urologist’s 
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Viewpoint,” will be given by Drs. Jones, Stonier, Rough 
and Faires, as given January 6 and 7 in San Francisco; 
also “Dermatophytosis” by Edward E. Brostrom, Los 
Angeles; “Athletic Injuries” by Floyd P. St. Clair, Los An- 
geles, and Floyd L. Hanes, Pasadena. The convention 
will close with a dinner-dance. 


Citrus Belt Osteopathic Society 


A meeting of the socie:y was held December 14 in 
Ontario, Calif. Dain L. Tasker, Los Angeles, spoke on 
“X-ray Diagnosis.” 


Hollywood Osteopathic Luncheon Club 


Weekly meetings were held during December with 
programs as follows: December 5, “The Schilling Blood 
Count” by Gladys Wackerli; December 12, “Legislation” 
by Edward Abbott; December 19, “Experiences in Clinics 
of Germany” by W. W. Jenny; December 26, “Basic Prin- 
ciples of Osteopathy” by C. J. Gaddis. Ralph W. Rice 
was elected president for 1934 and C. J. Gaddis appointed 
program chairman. 


Los Angeles Osteopathic Society 


The December meeting was held on the 11th and 
took the form of a dinner dance in the Blossom Room of 
the Hollywood-Roosevelt hotel. J. Willoughby Howe, 
Hollywood, was in charge of the meeting and members 
of the Pasadena, Long Beach and Los Angeles osteopathic 
societies were present. 

The January meeting was held on the 8th. George 
V. Webster gave a welcoming address to new members 
and C. J. Gaddis spoke on “Diagnosis and Treatment of 
Osteopathic Lesions.” 


Pasadena Osteopathic Society 


The regular monthly meeting was held December 14. 
Elmer S. Clark spoke on the “Problems of Building a 
Practice.” Preparations were made for the midwinter 
meeting of the state association to be held in Pasadena 
February 3. 


Sacramento Valley Osteopathic Association 


At the meeting at Sacramento January 3, the northern 
section of the state was well represented. Addresses were 
made by Charles H. Spencer, Ernest G. Bashor, Edward B. 
Jones and L. B. Faires, all of Los Angeles. 

Officers were elected as follows: President, Laurence 
H. Rockhill, Lodi; vice president, James C. Rule, Stock- 
ton; secretary-treasurer, Una Cary, Sacramento; and di- 
rectors, Charles B. Grigg, Oroville, and E. C. Skinner, 
Grass Valley. 


San Diego Osteopathic Society 


Elmer S. Clark, Long Beach, addressed the society 
at a meeting held December 8. An address was also 
made by Reginald Platt, former professor of technic at 
the Kirksville College of Osteopathy and Surgery. 


CONNECTICUT 
Connecticut Osteopathic Society 


The address of Clyde A. Clarke, the new president 
elected October 30, was incorrectly reported in the De- 
cember JourNAL. It is Hartford. 


Connecticut Valley Osteopathic Association 
(See Massachusetts) 


FLORIDA 
State Society 


Names of officers of the Florida Association of Osteo- 
pathic Physicians and Surgeons were published in the July 
JournaLt. The following committee chairmen have been 
appointed: Membership, Stephen B. Gibbs, Miami Beach; 
professional education, John W. Baird, Fort Myers; hos- 
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pitals, F. C. Wirt, Dade City; censorship, James D. 
Powrie, Miami; student recruiting, J. L. Kline, Jackson- 
ville; public health and education, Nancy Meek Hain, 
Miami; industrial and institutional service, E. L. Schu- 
macher, Eustis; clinics, A. Dean O’Dell, Sebring; publicity, 
Hunter R. Smith, St. Petersburg; statistics, Alfred S. 
Hensley, Haines City; convention program, Louise M. Ker- 
rigan, Tampa; convention arrangements, C. S. Ball, Ocala; 
legislation, B. P. Harter, Gainesville; professional develop- 
ment, Dale C. Beatty, St. Petersburg; displays at fairs 
and expositions, M. G. Hunter, Tampa. 


Dade County Society of Osteopathic Physicians and 
Surgeons 


The annual meeting of the society was held December 
7 at Miami. A paper on the ketogenic treatment of ar- 
thritis was read by Stephen B. Gibbs, Miami Beach. James 
J. McCormick, Miami, reports that George M. Laughlin, 
Kirksville, Mo., and Orel F. Martin, Boston, Mass., were 
guests of the society at a banquet given December 27. Dr. 
Laughlin spoke on the general conditions of business 
throughout the county and the progress being made by 
osteopathy. 


At the December 7 meeting the following officers and 
committee chairmen, all of Miami, were elected: President, 
John R. Kane; vice president, Marion Conklin; secretary- 
treasurer, James J. McCormick; trustees, H. J. Richard- 
son, for three years, J. R. Black, for two years, and J. D. 
Powrie, for one year; membership chairman, Stephen B. 
Gibbs; professional education, Nancy Meek Hain; hospi- 
tals, Hugh T. Kirkpatrick; censorship, Marion Conklin; 
student recruiting, Verena T. Radel; public health and 
education, T. H. Lay; industrial and institutional service, 
H. J. Richardson; clinics, James J. McCormick; publicity, 
William D. Sigler; statistics, Martha Cox; convention pro- 
gram, Ralph B. Ferguson; convention arrangements, J. D. 
Powrie; legislation, J. R. Black; professional development, 
Frances J. Ranagan; displays at fairs and expositions, 
M. S. Beeman. 


Lake County Association of Osteopathic Medicine and 
Surgery 


At the organization meeting of the Lake County 
Association of Osteopathic Medicine and Surgery during 
the week ending December 20, officers were elected as 
follows: President, Elizabeth Waller, Mount Dora; vice 
president, E. L. Schumacher, Eustis; secretary, P. R. 
Spencer, Eustis; and treasurer, G. A. Richardson, Mount 
Dora. The object of the organization is the advancement 
of osteopathy, and the requirement for membership is an 
affiliation with the state association. The first Tuesday 
of each month has been designated for the regular 
meetings. 


IDAHO 
Boise Valley Osteopathic Association 


A meeting of the association was held December 21. 
The program included a review of the “Anatomy of the 
Brain” by D. W. Hughes, and “Modern Treatment of 
Deafness” by L. D. Anderson, Boise. 


ILLINOIS 


State Society 


M. C. Beilke, president of the Illinois Osteopathic As- 
sociation, has appointed C. G. Beckwith, 1525 E. 53rd St., 
Chicago, as chairman of the committee on public health 
and education to fill the unexpired term of the late Russel 
R. Peckham. 


Chicago Osteopathic Association 


The January meeting was held on the 4th. The 
program was in the form of a symposium on arthritis, 
— by R. N. MacBain, J. S. Denslow and C. G. Beck- 
with, 








North Shore Osteopathic Society 


A meeting of the society was held January 19 in 
Evanston, Ill. Officers were elected as follows: Presi- 
dent, H. R. Schildberg, Winnetka, re-elected; vice presi- 
dent, Arvilla McCall, Evanston; secretary-treasurer, John 
W. Parrish, Rogers Park, Chicago, re-elected. 





INDIANA 
St. Joseph Valley Osteopathic Association 


The annual meeting of the association was held De- 
cember 13. The speaker was M. C. Beilke of the faculty 
of the Chicago College of Osteopathy and his subject, 
“The Relation of Posture to Gastro-Intestinal Disease.” 


At this meeting the following officers were elected: 
President, L. P. Ramsdell, LaPorte; vice president, O. H. 
Olsen, South Bend; secretary-treasurer, Frank E. Dod- 
dridge, South Bend; honorary president, E. C. Crow, 
Elkhart. 


IOWA 
Dallas County Osteopathic Society 


The annual meeting of the society was held Decem- 
ber 17 at the office of D Hannan, Perry. Plans for 
the coming year were discussed and some interesting case 
reports reviewed. The following officers were elected: 
President, Mable Andrews, Perry; vice president, Laura 
E. Miller, Adel; secretary-treasurer, Grace Nazarene, 
Dallas Center; delegate to state convention, Fred Naza- 
rene, Dallas Center. 


Polk County Osteopathic Association 


A meeting was held December 8 at which J. P. 
Schwartz, Des Moines, gave an address on “Burns.” R. N. 
MacBain, Cnicago, was scheduled to address the associa- 
tion on January 12 


Wapello County Osteopathic Society 


At the January meeting held on the fourth, there was 
a round table discussion. Also at this meeting Ethel 
Becker, Ottumwa, was elected president and I. S. Lodwick, 
Ottumwa, secretary. 


IOWA-ILLINOIS 
Tri-City Osteopathic Association 


A meeting was held December 13 at Rock Island, III. 
Charles E. Medaris, Rock Island, spoke on “Methods of 
Osteopathic Technic and Treatment.” 


KANSAS 


Central Kansas Society of Osteopathic Physicians and 
Surgeons 


The society held its regular monthly meeting, Decem- 
ber 21, at Abilene. 


Cowley, Kay and Sumner Counties 


D. A. Shaffer, Ponca City, reports that a meeting was 
held January 18 in Ponca City, Oklahoma. A. G. Reed, 
Tulsa, gave a talk on cooperation of the profession. G. H. 
Myers, Tulsa, gave a paper on trachoma and C. D. Heas- 
ley, Tulsa, one on “Pathology of the Blood Stream.” The 
next anaes will be held in Wellington, Kansas, during 
March. 


Southern Kansas Osteopathic Association 


K. A. Bush, Harper, reports that the regular monthly 
meeting of the association was held December 12 at 
Wellington. New rules and by-laws were adopted. J. B. 
Donley, Wellington, and R. R. Wallace, Caldwell, spoke 
on “Business and Office Efficiency.” J. D. Costin, Oxford, 
was elected vice president for the coming year. The other 


officers were reported in THE JourNAL for January. 
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Southwestern Kansas Society of Osteopathic Physicians 
and Surgeons 


In addition to the officers listed in THE JourRNAL for 
January, the following committee chairmen have been 
named: Membership, J. S. Jilka, Garden City; professional 
education, C. M. Noll, Scott City; hospitals, V. A. Leopold, 
Garden City; censorship, r. «., Tabler, Garden City; stu- 
dent recruiting, O. L. Hutchins, Ulysses; public health 
and education, W. C. Terry, Sublette; industrial and 
institutional service, C. S. McMurry, Utica; clinics, L. O. 
Martin, Dodge City; publicity, F. C. labler, Garden City; 


Statistics, O. C. Kappler, Liberal; convention arrange- 
ments, L. O. Martin, Dodge City; convention program, 
E. F. Pellette, Liberal; legislation, Dr. Pellette, Liberal; 


J. S. Jilka, Garden City; dis- 


professional development, 
Leoti. 


plays at fairs and expositions, Robert Noll, 


Topeka Osteopathic Association 


A dinner-meeting of the association was held De- 
cember 7 at Topeka. E. Claude Smith, Topeka, spoke on 
“Professional Problems.” 


Verdigris Valley Osteopathic Association 


Milton V. Gafney, Neodesha, Kans., reports that the 
December meeting was held on the 14th in Independence 
with R. Blandon Smith in charge. Mr. Clarence Oakes 
of Independence gave a travelogue of his recent trip 
around the world. Officers were elected for the ensuing 
year as follows: President, J. R. Cunningham, Cherryvale; 
vice president, Elva M. Patrick, Fredonia; secretary- 
treasurer, Milton V. Gafney, Neodesha. 


The January meeting was held on the 11th also at 
Independence. Mr. G. N. Watson, a laboratory tech- 
nician, Independence, addressed the meeting on up to 
date laboratory work. Milton V. Gafney, Neodesha, read 
a paper on “The Physiology of the Endocrine System.” 
Thirty minutes of each session is devoted to a round 
table discussion of problems of practice. 


Wyandotte County Osteopathic Association 


G. Hayden Houston, Kansas City, Kans., reports a 
meeting ot the association on December 5 at the home 
of J. and Mrs. Swart in Kansas City. Following the 
dinner Dr. Swart demonstrated his “strap technic.” An 
educational program was approved at this meeting; it is 
to consist chiefly in mailing A.O.A. literature to the stu- 
dents of the Wyandotte county high schools, in giving 
talks to assemblies, and in personal contacts. 


MAINE 
Central Maine Osteopathic Group 


A meeting took place December 10 at the home of 
P. J. Gephart in Waterville. Mr. Edmund Sweeney gave 
a talk on the legal aspect of the osteopathic laws. 


MASSACHUSETTS 
State Society 


The 3lst annual meeting of the Massachusetts Osteo- 
pathic Society was held January 6 in Boston. The pro- 
gram follows: “Hypotension” by Gervase C. Flick, Bos- 
ton; “The Menace of Over-Specialization to Osteopathy” 
by Thomas R. Thorburn, New York; “Feet and Shoes— 
Technic” by George S. Rothmeyer, Philadelphia; “The 
Compression Method for Treatment of Catarrhal Deaf- 
ness” by Benjamin Bronson, M.D., Boston; “Fractures 
and Dislocations” by Foster C. True, Providence, R. I. 


Officers were elected as follows: Philip S. Taylor, 
Springfield, re-elected president; E. G. Hersey, Quincy, 
vice president; E. A. Marcoux, Newton, secretary; Olive 
Williams, Worcester, treasurer. 


Connecticut Valley Osteopathic Association 


Bertha L. Miller, Springfield, reports that a meeting 
of the association took place December 19 at Springfield. 
Maude G. Williams, Northampton, read and discussed 
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several editorials from the latest JouRNAL oF THE A.O.A. 
Ward Bryant, Greenfield, spoke on “Osteopathic Tech- 
nic”; L. H. Kemper, Amherst, spoke on “Stomach Path- 
ology”. Case reports on lower back injuries and a dis- 
cussion of x-ray and treatment were given by Fred A. 
Bragg, Springfield, and Paul M. Brose, Holyoke. 


MICHIGAN 


Calhoun [County] College of Osteopathic Medicine 
and Surgery 


A new organization has been formed at Battle Creek 
to represent, in economic affairs and emergency relief, 
the osteopathic physicians and surgeons of the county. 
The name of the new organization is the Calhoun College 
of Osteopathic Medicine and Surgery. Officers were 
elected as follows: President, C. J. Manby, Battle Creek; 
vice president, G. E. Arnold, Albion; secretary, H. R. 
Holloway, Battle Creek; treasurer P. M. Morgan, Battle 
Creek; chairman of the public relations committee, M. L. 
Riemann, Battle Creek. These committees have been ap- 
pointed: Auditing, E. H. Spore, chairman, Dr. Holloway, 
and Gertrude Finson, all of Battle Creek; public relations 
and education, Dr. Riemann, chairman, O. A. Eaton, Mar- 
shall, and Dr. Arnold; hospitalization, Don D. Barker, 
chairman, Dr. Spore and Dr. Riemamn; ethics, H. W. 
Conklin, chairman, Lillie Hankins, and D. E. McKeon, 
Battle Creek; fee stabilization, B. R. Crase, Battle Creek, 


chairman, H. L. Irish, Marshall, and Dr. Holloway; 
nominations, Dr. Conklin and H. R. McNary, Battle 
Creek. 


Detroit Association of Physicians and Surgeons of 
Osteopathic Medicine 


The regular monthly meeting was held December 13 
at Detroit. William H. Schulz, Cleveland, spoke on 
“Tricks of the Trade”. 

On December 28 the association held its annual stu- 
dent dance. This is in honor of the Detroit students at- 
tending osteopathic colleges. The party this year was 
conducted as a benefit dance for the Detroit Women’s 
Osteopathic Association. Prospective students were also 
invited. 


Genesee County Osteopathic Association 


H. H. Kesten, Flint, reports that the Genesee County 
Osteopathic Association, formerly known as the Flint 
Osteopathic Society, elected officers January 10 as fol- 
lows: President, P. W. Stewart, Flint; vice president, 
J. B. Gidley; secretary-treasurer, Dr. Kesten. 


Oakland County Society of Osteopathic Medicine and 
Surgery 


Ross B. Richardson, Detroit, reports that a meeting 
of the society was held January 15 at Oxford. Earl E. 
Congdon, Lapeer, gave the principal address. He spoke 
on “The Cooperation of the Society of Osteopathic Medi- 
cine and Surgery with the Patients of the Welfare Relief 
and the Federal Emergency Relief Administration.” 

Officers were elected as follows: President, B. F. 
Bragg, Milford; vice president, Elmer Charles, Pontiac; 
secretary and treasurer, H. J. Brown, Oxford. Sherwood 
Nye, Pontiac, was elected to represent the society in 
relationship with the Federal Emergency Relief. 


MINNESOTA 
Minneapolis Osteopathic Society 
The January meeting was held on the 3rd. C. S. 
Pollock presented “The Medical Interpretation of Low 
Back Pain’, and A. M. Hackleman discussed “Sacro- 
Iliac Technic”. 


Tri-County Society of Osteopathic Physicians and 
Surgeons 


Clifford Dartt, Red Wing, reports that the December 
meeting was postponed due to inclement weather. In 
January the meeting was held in the offices of C. E. 
Stoike at Zumbrota. The February meeting will be held 
the second Thursday of the month in the offices of Karl 
Burch, Wabasha. 
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MISSOURI 
Buchanan County Osteopathic Association 


A meeting was held January 5 at St. Joseph. Officers 
were elected as follows: President, Blanche B. Rennick, 
vice president, Foy Trimble, and secretary-treasurer, 
Aurel Foster, all of St. Joseph. 


North Central Missouri Osteopathic Association 


The association met on December 23 at Chillicothe. 
Addresses were made by George J. Conley and Mr. J 
Peach, both of Kansas City. 


Northeast Missouri Osteopathic Association 


More than thirty osteopathic physicians of the asso- 
ciation were entertained by the Quincy Osteopathic Physi- 
cians’ Association at Quincy, Ill., December 14. A paper 
was read by Dr. Edward Koeters, dental surgeon of 
Quincy, on the effects of tooth infection on the general 

ealth. 


Northwest Missouri Osteopathic Association 


C. L. Steidley, Savannah, reports that the December 
meeting was held on the 14th at St. Joseph. Election of 
officers followed the meeting. All officers were reélected 
for another year as follows: President, R. R. Reynolds, 
Maysville; vice president, H. R. Juvenal, Maryville; secre- 
tary-treasurer, C. L. Steidley, Savannah. 


Southeast Missouri Osteopathic Association 


The regular monthly meeting of the association was 
held December 10 at Dexter. S. T. and Mrs. Cannon were 
the hosts. Case histories were discussed by F. W. Zuspan, 
and J. L. Margreiter, both of Flat River, L. M. Stanfield of 
Farmington, and W. A. Rohlfing of DeSoto. 


St. Louis Osteopathic Association 


G. C. Bartholomew, St. Louis, reports that the regu- 
lar monthly meeting was held January 16. Walter N. 
Dobson, St. Louis, presented a paper on “Osteopathic 
Fundamentals”. j. Lincoln Hirst spoke on “Eriendly 
Fever” which was followed by a talk on the “Physiology 
of Thermogenic Treatment of Disease Processes” by Mr. 
Birtcher of the A. S. Aloe Company. Dr. Hirst then 
demonstrated with a patient the method of treatment. 


_ The St. Louis Osteopathic Ladies’ Auxiliary enter- 
tained the members of the association at the annual 
Christmas party December 23. The party was under the 


direction of Mrs. H. W. Oldeg, wife of Dr. Oldeg, St. 
Louis. 
The Auxiliary held its annual election January 16. 


The following officers were elected: President, Mrs. F. M. 
Moore; vice president, Mrs. J. Lincoln Hirst; secretary, 
Mrs. G. C. Bartholomew; treasurer, Mrs. D. W. Miller. 


The next regular meeting of both the association and the 
auxiliary will be held February 20. 


West Central Missouri Osteopathic Association 


Officers were elected October 15, 1933. Officers and 
chairmen of committees are as follows: President, Hubert 
E. Collins, Butler; vice president, Gus S. Wetzel, Clinton; 
secretary-treasurer, H. Owen, Harrisonville; chairman 
of membership, C. F. Warren, Marshall; hospitals, T. C. 
Moffet, Winsor; censorship, C. H. Sunderwirth, El Dorado 
Springs; public health and education, Edith Salmon, Ap- 
pleton City; clinics, Dr. Moffet; publicity, R. Evelyn 
Alvord, Adrian; legislation, J. Kenneth Coles, Lexington; 
professional development, L. J. Carroll, Clinton; profes- 
sional legislation, R. H. Nuckles, Slater. 


NEBRASKA 
Douglas County Osteopathic Association 


The regular monthly meeting was held December 14 
at Omaha. J. P. Merritt, Omaha, spoke on “Professional 
Ethics”. 











Saunders County Osteopathic Association 


Members of the association entertained their wives 
on the evening of December 5 at the home of G. R. and 
Mrs. Halliburton, Wahoo. 





NEW JERSEY 


Bergen County Osteopathic Society 


This society meets twice a year with Passaic County. 
The officers and committee chairmen of the society are: 
President, J. M. Beaven, Ridgewood; vice president, H. D. 
Manchester, Englewood; secretary, M. J. Schoonmaker, 
Hackensack; advisory committee, chairman, E. D. Evers, 
Hackensack, Jennie Alice Ryel, Hackensack, and F. W. 
Morris, Glen Rock; publicity chairman, Dr. Ryel; legisla- 
tive chairman, J. E, Chastney, Hackensack. 


Hudson County Osteopathy Society 


The January meeting was held on the 3rd at the office 
of David Steinbaum in Bayonne. Eugene R. Kraus and 
A. Friedman, M.D., both of New York, were the speakers. 
They discussed “X-Ray Findings as an Aid in Osteopathic 
Diagnosis and Treatment” and illustrated their talks with 
lantern slides. Plans for observing Normal Spine Week 
in March were discussed and arrangements made for free 
osteopathic examination of the children of Hudson 
County. A round table discussion of the subject presented 
by the two speakers of the evening was entered into by 
C. B. Ackley and Olive H. Stretch, both of Union City, 
Dr. Steinbaum and F. P. Manchester, both of Bayonne, 
and Cora Belle Molyneux, Jersey City. 


Southern New Jersey Osteopathic Society 


William H. Hart, Moorestown, reports that Dr. 
Francois D’Eliscu of Philadelphia, was the speaker at the 
January meeting on the 20th at Camden. The subject of 
his address was “Athletic Injuries and Methods of Cor- 
rection”. 


NEW YORK 
Binghamton District Osteopathic Society 


The January meeting was held on the 8th in the of- 
fices of J. J. Grace, Binghamton. Edward W. Cleveland, 
Binghamton, spoke on “Spinal Lesions as a Predisposing 
Factor in Renal Disease” and also gave a resumé of the 
postgraduate course held in Chicago during the holidays. 
Harold J. Leonard, Johnson City, led in a discussion of 
the main subject of the evening. 


Central New York Osteopathic Society 


A. T. Shannon, Oneida, reports a meeting of the so- 
ciety on December 20. James P. Burlingham, Syracuse, 
gave a talk on “Observation on Osteopathic Practice”. 


Hudson River North Osteopathic Society 


The December meeting was held on the 9th at the 
home of Mary E. McDowell, Troy. A demonstration 
of spinal lesions and their treatment was given by Mary 
Hoffman, Troy, assisted by Albert W. Bailey, Schenec- 
tady, Charles Gajeway and others. 


The January meeting was held on the 6th at the office 
of Alice A. Brown, Troy. Albert W. Bailey and Maus W. 
Stearns, both of Schenectady, were the chief speakers 
of the evening. Drs. Bailey, Stearns and Hoff..an dem- 
onstrated foot technic and Dr. Stearns rib technic. John 
R. Pike, Albany, is chairman of the public relations com- 
mittee, and Dr. Bailey chairman of the committee on 
industrial and institutional service. 


Osteopathic Society of the City of New York 


A meeting of the society was held December 21 in 
the Hotel Commodore. Mr. William T. Tilden, the ten- 
nis star, spoke on “Tennis and Osteopathy”. Carl Fischer, 
Philadelphia, spoke on “Tennis Injuries”. 
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OHIO 
Ashtabula Osteopathic Society of Physicians and 
Surgeons 


The osteopathic physicians and surgeons of Ashtabula 
County organized the society on December 14. Officers 
were elected as follows: President, William Delahan, 
Geneva; vice president, R. H. Johnson, Conneaut; secre- 
tary, W. R. Westfall, Ashtabula. 


Talks were given by E. C. Waters and R. A. Sheppard, 
both of Cleveland. 


Northwestern Ohio 


A district meeting was held December 12 at Tiffin. 
G. L. Johnson, Cleveland, spoke on “The Heart and 
Mediastinum” and H. E. Clybourne, Columbus, on “Some 
Perplexing Case Histories”. 


Third (Akron) District Osteopathic Society 


A meeting was held on January 3. W. F. Rossman 
of the Bashline-Rossman Osteopathic Hospital, Grove 
City, Pa., spoke on “Paranasal Sinuses”. 


Fourth (Central) District Osteopathic Society 


Frances L. White, Columbus, reports that a meeting 
of the society was held January 12 at Columbus. Harri- 
son J. (Buck) Weaver, a physician with the St. Louis 
Cardinals, was the speaker and his topic was “Athletic 
Injuries”. Dr. Weaver also exhibited motion pictures of 
the St. Louis ball club taken in Florida. 


Fifth (Dayton) District Osteopathic Society 


A meeting of the society took place December 20 at 
Dayton, with Harrison J. (Buck) Weaver as the principal 
speaker. 


Middletown Osteopathic Society 


At a luncheon meeting December 13, Middletown 
osteopathic physicians discussed state legislation. On the 
20th they traveled to Dayton to hear Dr. eaver, a 
physician with the St. Louis Cardinals, speak on “Athletic 
Injuries”. 

Ohio Valley Osteopathic Association 
(See West Virginia) 


OKLAHOMA 
Kay County Osteopathic Association 


The December meeting was held on the 14th at Ponca 
City. O. J. Strother, Winfield, Kan., spoke on “En- 
docrines”. D. A. Shaffer, Ponca City, reports that the 
January meeting was held on the 11th at Tonkawa. E. S. 
Gardiner, Detroit, was the speaker. 


Kay, Sumner and Cowley Counties 
(See Kansas—Cowley, Kay and Sumner Counties.) 


Oklahoma City Association of Osteopathic Physicians 
and Surgeons 


In addition to the principal officers published in the 
January JourNAL, the following committee chairmen have 
been appointed: Membership, W. H. Price; professional 
education, J. M. Rouse; hospitals, E. Paul Harris; censor- 
ship, C. A. Palme; student recruiting, L. W. Myers; public 
health and education, Dr. Price; industrial and institu- 
tional service, Dr. Harris; clinics, L. C. Breeden; publicity, 
Dr. Palme; statistics, Dr. Harris; convention program, Dr. 
Price; convention arrangements, G. W. Coonfield; legisla- 
tion, Joshua Lake; professional a 3. W. Eisi- 
minger; displays at fairs and expositions, J. B. Evans, all 
of Oklahoma City. 


OREGON 
State Society 


The regular midyear meeting of the Oregon Osteo- 
pathic Association took place January 13 at Portland. The 
program, as published in advance, was as follows: 


“Be- 
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The 
Proper 
Thing 





% When the three R’s stood for something besides roadsters, road- 
houses and radios, romance thrived on corsages and correct manners. 
The thoughtful escort arrived with bouquet in hand because it was 
considered the thing to do---a proper tribute to the time, the place 
and the girl. 


In modern practice osteopathic physicians seek favor with discrimin- 
ating laymen by distributing ethical literature. The Osteopathic 
Magazine and Osteopathic Health are the proper things with which to 
pay a compliment to a patient or prospect. Such a courtesy not only 


merits but earns the consideration of every reader. 


Yet in spite of their attractive character and content quality, these 
delightful little educators are really inexpensive, considering the favor 


they are sure to win. 


The best thing is the proper thing, and that 
is the use of Osteopathic Magazine and 
Osteopathic Health. Use them and be thrifty. 
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ginning My Practice” by Fred S. Richards, Forest Grove; 
“Foot Technic” by F, D. Loque, The Dalles; Discussion 
led by J. A. van Brakle, Portland; “Infection of the Ten- 
don Sheaths” by David E. Reid, Lebanon; “Medical 
Jurisprudence” by Mr. Edwin L. Graham, attorney-at- 
law; motion picture film, “Osteopathic Mechanics”. 
Surgical clinics were scheduled to be held January 14 at 
the Smith Hospital, Hillsboro, by C. T. Smith, Hillsboro, 
I. J. Neher, Portland, and W. W. Howard, Medford. 


OSTEOPATHIC SOCIETY FOR THE ADVANCE- 
MENT OF PHYSIOTHERAPY 
The November meeting was held on the 12th at Lan- 
caster, Pa. The December meeting was held on the 10th 
at Doylestown, Pa. 


PENNSYLVANIA 
Cambria County Osteopathic Society 
The annual student homecoming banquet was held De- 
cember 27 at Johnstown. Four students of osteopathy 
were honored: Algie Varner, Fred Mowry, and Howard 
Black of Johnstown, and John Porias of Windber. F. C. 
Farrand, Tyrone, was the principal speaker. Charles 
L. Black, Johnstown, also spoke on “Osteopathic Educa- 
tion”. 
Harrisburg 
Ralph P. Baker, Lancaster, was the speaker at a 
meeting of the Harrisburg branch of the Osteopathic 
Women’s National Association held January 23. 


Lancaster 


The Lancaster Women’s Osteopathic Association held 
a meeting January 8. 


Lehigh Valley Osteopathic Association 
The regular monthly meeting of the association took 
place December 21 at Bethlehem. The meeting was in 
charge of Charles E. Mills, Stroudsburg. D. S. B. Pen- 
nock, Philadelphia, was the principal speaker. After the 
address there was a round table discussion on the sub- 
ject, “The Art of Consultation”. 


RHODE ISLAND 
Rhode Island Osteopathic Society 

Mary C. Mowry, Providence, reports that the Decem- 
ber meeting was held on the 14th at the Rhode Island 
Hospital. F. C. True, Providence, spoke on the “Acute 
Abdomen” and Richard E. Martindale, Frederick F. Man- 
chester and Kenneth A. Scott, all of Providence, took part 
in a round table discussion of the “Value of Osteopathic 
Surgical Diagnosis”. The January meeting was held on 
the 12th at the same place. Orel F. Martin and G. C. 
Flick, both of Boston, were the speakers. 


TEXAS 
Dallas Osteopathic Association 
A meeting of the association took place December 14 
at Dallas. J. W. McPherson, Dallas, and Samuel H. Hitch, 
Dallas, were the speakers. Phil R. Russell, Fort Worth, 
and Henry E. Roberts, Denton, were honored guests. 


East Texas Osteopathic Association 

The December meeting took place on the 16th at 
Jacksonville. The program consisted of short talks fol- 
lowed by a public clinic. Consulting doctors present were 
Louis Logan, Dallas, J. W. McPherson, Dallas, A. O. 
Scharff, Dallas, Howard Coats, Tyler, L. E. Giffin, Nacog- 
doches, Russell L. Martin, Pittsburg, A. H. Porter, Hen- 
derson, and Wayne M. Smith, Jacksonville. 

Election of officers followed the meeting: President, 
L. E. Giffen, Nacogdoches; vice president, W. M. Smith, 
Jacksonville; secretary-treasurer, R. L. Martin, Pittsburg. 


Lower Rio Grande Valley Osteopathic Association 

Amorette Bledsoe, Brownsville, reports that the regu- 
lar monthly meeting of the association was held Decem- 
ber 23 at Nopal Station. The following officers were 
elected: President, M. C. Burrus, San Benito; vice presi- 
dent, Charles H. Chandler, Harlingen; secretary-treasurer, 
Dr. Bledsoe. 
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North Texas District Association of Osteopathic 
Physicians and Surgeons 


The officers of the association elected November 11 
are as follows: T. R. Krohn, Wichita Falls, president; 
W. Herbert Locke, Gainesville, vice president; and H. E 
Roberts, Denton, secretary-treasurer. 


Southeast Texas Osteopathic Association 


The January JourNAL reported the December meet- 
ting under the head of the South Texas Osteopathic As- 
sociation as well as under the Southeast Texas Osteo- 
pathic Association. It should have been under the latter 
only, and was held at Bay City. 


West Texas Osteopathic Association 


A meeting of this newly organized association was 
held December 27 at Abilene. Sam L. Scothorn, Dallas, 
conducted a foot clinic and spoke on the “Relation of 
Broken Arches to Health”. H. M. Walker, Fort Worth, 
spoke on “Heart and Lungs”. 


Officers elected at this meeting were: President, 
Cyrus N. Ray, Abilene; vice president, C. C. Carter, Big 
Springs; secretary-treasurer, E. D. Thompson, San Angelo. 
Charter members are Drs. Ray, Carter, Thompson, John 
E. Hammond, Abilene, George M. Stephenson, Cisco, 
John Peterson and Claire Peterson, Marfia, Harry Wiede- 
mann, Eldorado, and R. P. Reeds, Lubbock. 


WASHINGTON 
Pierce County Osteopathic Association 


The officers of this association were listed in the No- 
vember JouRNAL. Chairmen and committee members have 
been appointed as follows: Hospitals, H. V. Hoover, chair- 
man, Norman H. Dorn and H. A. Stotenbur; publicity, 
J. M. Ogle, chairman, and W. T. Thomas and T. A. 
McKay; program, Dr. Dorn, chairman, and C. B. Utter- 
back and J. Henry Hook; legislation, W. T. Thomas, 
chairman, and W. R. Goff and Dr. Utterback. The doc- 
tors are all from Tacoma. 


WEST VIRGINIA 


Ohio Valley Osteopathic Association 
A meeting of the association was held January 4 at 
Stubenville, O. C. Waters, Cleveland, spoke of the 
needs of the state society and plans for the coming year. 
R. A. Sheppard, Cleveland, discussed plans for holding 
osteopathic clinics in every county in the state during the 
year. 


WISCONSIN 
State Society 


Victor W. Purdy, Milwaukee, has recently been ap- 
pointed publicity director of the Wisconsin Osteopathic 
Society. 

Madison District Osteopathic Association 

A luncheon and business meeting was held December 

20 at Madison. 


ONTARIO 
Ontario Academy of Osteopathy 


A meeting of the academy was held January 9 at 
Toronto. F. P. Millard, Toronto, delivered an address on 
“Sacro-iliac Lesions”. 


BRITISH COLUMBIA OSTEOPATHIC 
ASSOCIATION 


G. Cuthbert Taylor, Vancouver, reports that the an- 
nual meeting of the association was held in Vancouver 
January 4. Officers elected for the year were: President, 
Vernon B. Taylor, Victoria; vice president, V. K. Hall, 
Vancouver; treasurer, M. Miyazaki, Vancouver; secre- 
tary, Dr. Taylor. 


BRITISH OSTEOPATHIC ASSOCIATION 


In addition to the officers reported in the January 
JournAL the following committee chairmen have been 
appointed: Membership, Ray M. Russell, London; edu- 
cation and research, Charles Barber, London; ethics, 
O. B. Deiter, London; clinics, George Macdonald, London; 
publicity, Dr. Deiter; convention program, S. G. Semple, 
London; and legislation, Elmer T. Pheils, Birmingham. 
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PRUNOIDS 


NON-GRIPING, NON-HABIT FORMING. 


An ethical laxative with the taste advantage of candy medica- 
tion, but none of its drawbacks. 
Dose: 1 or 2 at night time 


OD PEACOCK SULTAN CO. 


4500 Parkview Pharmaceutical Chemists St. Louls, Mo. 























PREPARED 


of water. 





Kalak Water is made of car- 
bonated distilled water and 
chemically pure salts of calci- 
um bicarbonate, sodium chlo- 
ride, sodium phosphate and 
bicarbonates of magnesium, 
potassium and sodium. 

















WATER 


HERE are many condi- 
tions, no doubt, where 
you will want your patient 
to increase his daily intake 


In such cases, why not sug- 
gest the use of Kalak Water, 
the palatable, carbonated 
alkaline water prescribed by 
physicians for over 29 years. 











Peacocks Bromides 


A pure stable and rigidly standardized solution of fine bromide salts, giving maximum 
therapeutic effectiveness with minimum risk of bromism. 


BETTER TOLERATED THAN POTASSIUM BROMIDE—Just as effective— 
standardized at 15 grains to the dram (teaspoonful). 
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Mellin’s Food, prepared mainly from wheat and malted 

‘ ge fen eee oe ‘barley, is much more than a mere carbohydrate modi- 

fier, for besides containing 58.9% maltose and 20.7% 
dextrins, it has: 


} 3 A cereal protein content (10.3%). 





& A high ash content (3.9%), the signifi- 
een pA cance of which has received increasing 
‘d ‘\ recognition, as knowledge of mineral 


metabolism progresses. 





Moreover, the tendency of Mellin’s Food to promote 
normal bowel action has been amply demonstrated in 
its world-wide use during the past 60 years. 
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Literature and Samples of Mellin’s 


Food Gladly Supplied—to Physicians MELLIN’S FOOD COMPANY 


Boston, Mass. 
Melin's Food: Produced by an infusion of Wheat Flour, Whees Pran and Malted Barley admixed with Potassium Buarbonate—consisting essentially of Maltese, Dextrins, Proteins and Mineral Salts. 








“Osteopathic Care of Athletes’ 


New Augmented Edition 
Going Fast 


A compilation of articles which originally 
appeared in the Journal of the A. O. A. 
during 1931, 1932 and 1933, written by 
leading authorities on the subject. Many of 
the questions frequently asked by members 
of the profession are answered. 











24 pages. Size 8!/2 x II. Illustrated. 











Single copies, 35 cents. Discount for cash on quantities. 





American Osteopathic Association, 430 N. Michigan Ave., Chicago 
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What the February Issues Offer 


Osteopathic Magazine 


Normal Spine Week. Health—Florence B. Proctor. 

Dementia Praecox Can Be Cured—Fred M. Still. Your Feet—Vincent H. Ober. 
More Words to Mothers—Grace Stratton Airey. Sniffles—J. B. Donley. 

The Brain Downstairs—J. A. van Brakle. The Great Silence—J. D. Edwards. 
After Twenty-Five Years—A Patient of E. R. Proctor. The Children's Hour. 
Our Personal NR A—Harold |. Magoun. To Twist the Beard of Father Time. 


Osteopathic Health No. 50 


Scientific Foundations of Osteopathic Success—Based on an Article by the late 
Professor M. A. Lane. 


The Osteopathic Care of Scarlet Fever—N. A. Ulrich. 
The Kingdom of Health Is Within You—C. H. Moody. 


HE IS DOING "THE PROPER THING." SEE PAGE 17 


Please send the Osteopathic Magazine to the enclosed list of names, and continue doing so until further 
notice. 


Your magazine is certainly fine, and | get a great kick out of reading it. 1 did not intend at this time to have 
you send these magazines out, but so many of my patients have seen it on my reception room table, and have 
asked for it, that | cannot delay longer in having you send it out. 


| have used the Osteopathic Magazine before, and found it a very good medium for education. 
John H. Laird, Jr., Flint, Michigan. 


Revised Prices Order Now 


OSTEOPATHIC MAGAZINE—White envelopes free with all orders. 
Delivered in Bulk to Your Office Annual Contract Single Order 





Under 200 copies..........esesseees $6.00per100 $650per100 430, N Wichinat Ave, Chreceee 


oe errr iy Teer eee 5.00 per 100 5.50 per 100 


OSTEOPATHIC HEALTH—Improved Style ; . 
Delivered in Bulk to Your Office Annual Contract Single Order Osteopathic Magazine (February) 


Please send _copies of 





Ne SINR oc vv civcscocnsess $4.00 per 100 $5.00 per 100 Osteopathic Health (No. 50) 
ee ME, pica vn ereseeceodnsenus 3.75 per 100 4.75 per 100 C } f ; ted 
5% for cash on orders of 500 or more. Mailed direct to list—$1.50 ee ee ee ee ee eT 


per 100 extra. Professional Card Free. Shipping Charges Prepaid. With professional card . 
Samples on Request. Both mail for one cent if sent unsealed 7 . 
end withes? encloses. Without professional card 














tT 








22 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 








CLOSING OUT 


The supply is very limited. 
The prices are exceptionally low. 


Order while they may be had. 





BACK ISSUES OF O. M. and O. H. 


Shipping charges extra. 
Imprinting, 50 cents per 100 extra. 


Osteopathic Magazine (Envelopes included). 


1931—All months except Jan., June. to a Class A Medical school. This require- 

3, Ree ie are. $1.75 per 100 ment must be completed before entering the 
sg ——_ en eee $2.50 per 100 Freshman class. 

ee Pree ae. aie ieee? $3.00 per 100 The professional course consists of four 

Osteopathic Health (Envelopes included). years and fulfills all legal requirements for 

ae 37, 39, 40, 42, 43, 44, the unlimited license of physician and sur- 
nc. DEE Eye Oy Reem eee Ey: $3.50 per 100 geon in California. 
liated institutions consist of the Los 
B Ae 
OOKLETS, REPRINTS, ETC. Angeles County Maternity Service and the 
Lane Brochures— Los Angeles County General Hospital. The 
ps agtne: See M. A. Lane Seniors spend part of their time in the 
te. Ht ies a County Hospital as assistant internes or 
By Dencllliy E lane tii, AD j| clinical clerks. Interneships are also avail- 
No. 2—The Sci os i ; able after graduation. For information ad- 
0. 2—The Science of Osteopathy in "Deficiency 
pe dress the College. 
No 3—The Science of Osteopathy in Diabetes socom 
Mixed assortment, $1.50 per 100. Single copies, 
two cents. {f \ 
“Nature's Way to Better Health." By C. J. Gaddis, 
D.O. 16 pages, fine paper. Ask for sample. $1.00 e 
og S 1 Val 

"The Human Machine in Industry." By W. Othur pecia a ues 
Hillery, D.O. 4 pages. For distribution to  in- 
dustrial executives and foremen. Ask for sample. on 
75 cents per 100. 

"Boyology." By Edward Ormerod, D.O. A frank sex MISCELLANEOUS ITEMS 
talk for boys, ages 10 to 16. 12 pages. 5 cents . ; ‘ 
per copy. Bust of Dr. A. T. Still. Fine likeness. Plaster compo- 

a sition. Bronze finish. 3!/2 inches high. While they 
BOOKS last. 25 cents each. 

"Friendly Chats on Health and Living.” By C. J. Membership Card Frame. 6x9, blue and gold. A.O.A. 
Gaddis, D.O. New third edition. 200 pages. 50 Certificate of Membership slips in easily. Chain 
cents each. 3 copies for $1.25. for hanging. Each, 50 cents. 

Bound Volumes of Osteopathic Magazine. Half Automobile Emblem. One free to every A.O.A. mem- 
morocco. 12 issues in each volume by years. Fol- ber who has not previously received one. Extra 
a years re a 1925, 1926, 1927, 1928, emblem for paid-up A.O.A. members only, 75 cents. 

I , 1930. ach, $1.50. More th " 
$1.25 each. — Binders for Journal, Forum and Osteopathic Maga- 
ine. Strong] de, best leatherette, t - 

Bound Volumes of Osteopathic Health. Half morocco. pol co nt ouiiheition ny pect Prete 
12 issues in each volume. Following years only: whether binder for one or twelve issues is desired. 
1927, 1928, 1929. $1.00 each. More than one (Forum, twelve issues only). Each, $1.75 
copy, 75 cents each. ; ghia 

Literature Wall Rack. Made of welded steel. 17x20 
inches. Chain for hanging. Finished in green and 
Cash Must Accompany All Orders black. Price (U. S. only), f.o.b. $2.50. Free with 
‘ . new annual contracts for 100 or more Osteopathic 
American Osteopathic Magazines or Osteopathic Healths per month. 
. e 
Association American Osteopathic Association 
430 N. Michigan Ave., Chicago 430 N. Michigan Ave., Chicago 
NS 4 
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College of Osteopathic 


Physicians and Surgeons 


1721 Griffin Ave. 
LOS ANGELES, CALIFORNIA 


Entrance Requirements 
California law calls for a minimal of one 
year of college work in the premedical 
sciences including physics, general chemis- 
try, organic chemistry, zoology, and in ad- 
dition the College requires embryology and 
Freshman English. This work is given in 
this school but can be accepted from any 
accredited college if such work is acceptable 
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The Laughlin Hospital 
Kirksville, Mo. 


PLEASE MENTION THE JOURNAL 




















DEDICATED TO DR. ANDREW TAYLOR STILL 





SURGERY AND OSTEOPATHY 








A modern fire-proof hospital. Patients will be 
treated under the direction of Dr. George M. 
Laughlin, who is supported by a capable staff. A 
training school for nurses is maintained in connec- 
tion with the hospital work. Any desired informa- 
tion may be obtained from 


DR. GEORGE M. LAUGHLIN, Kirksville, Mo. 








Value Received 


VERY osteopathic publica- 

tion is worth what it costs. 
The doctor who stops studying 
stops growing. The busiest men 
find time to study—that's why 
they are busy. You can afford 
the Journal of Osteopathy at 
$1.00 per year. Full of practi- 
cal, useful osteopathy. Don't 
procrastinate, but subscribe 
right now. 


Journal of Osteopathy 
KIRKSVILLE, MISSOURI 
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Coming! 











| Orthopedic Aspects of Backache, by 
| Carle H. Phinney, D. O. 


Certain Developmental Relations of Di- 
gestive Neuroses, by Olive I. Bondies, 
D. O., and Louisa Burns, M. §., D. O. 








Types of Acute Joint Sprains and Their 
Treatment, by F. P. St. Clair, D. O. 


The Physician’s Relation to Venereal 
Problems, by Edward B. Jones, D. O. 


Exercises for the Correction of Straight 


Spine, by William C. Bondies, D. O. 


A Series on Dermatology, by Edward 
E. Brostrom, D. O. 














$2 Invested in a Year’s Subscription to 


THE WESTERN OSTEOPATH 


will bring you these and many more 
helpful articles 


Published in the Osteopathic 
Capital of the Pacific Coast 
for Osteopaths Everywhere 





The Western Osteopath 


Official Organ of the California Osteopathic 
Association 


799 Kensington Road 
LOS ANGELES, CALIFORNIA 
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NEURITIS uy E T - U - ie L BURSITIS 


ARTHRITIS relieves DYSMENORRHEA 


MYALGIA PAIN ond fee} icy = is med, TORTICOLLIS 


THE HUXLEY LABORATORIES , INC. © NEW YORK,N.Y. 








APPLICANTS FOR Kansas City College of Osteopathy Kirksville College of Osteopathy and 
MEMBERSHIP and Surgery Surgery 
RECENT GRADUATES January Graduates January Graduates 
Des Moines Still College of Cobb, Terrell E. Carter, John E. 
Osteopathy Curry, Charles L. Dinges, Ransom L. 
January Graduates English, W. D. Jaquith, C. W 

Cooper, O. L. Glaser, Russell ines l K : thE 
Gulden, H. L. Jones, Francis J. arshall, Aenne . 
Kessler, W. F. Kelley, Alice M. Miller, Lawrence Perry. 
Stevison, L. H. Kirsch, Harold E. Miller, Walter H. 
Winslow, E. J. Ramey, S. D. Wessels, Savera. 
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Fortifying the Child to Meet the Demands of School Life 


HORLICK’S 
The Original MALTED MILK 
In Powder or Tablet Form 
Rich in vitamins A, B and G fortifies the child in 3 ways: 


1. Stimulates appetite for 2. Builds Reserve Energy 3.Promotes Resistance 
food he needs to Disease’ through 
better nutrition 





Horlick’s, prepared with water, has been shown by 








dren, with spaces for physical examina- 


tion report. the nutritive energy value of the milk is doubled, and 


= . the child is delighted with the delicious flavor. 


2 

;” a MILK CORP. tests made at a prominent University hospital to be 
: Pinece send st ae eee ad individual exceedingly beneficial in promoting better appetite and 
; weight charts for pre-schodl child istent gains in weight in children. When 214 to 3 
; and. .....see+00+ charts for school chil- heaping teaspoonfuls are mixed with a glass of milk, 
7 

: 
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S-D.ERUSTO NEEDLES 








The 
Official 
FIRTH -BREARLEY Rout 
STAINLESS STEEL ore 
to the 

The standard rustless needle American 
with the strong sharp point ° 
of new design. A _ point Osteopathic 
which penetrates with mini- Association 
mum discomfort, dilating the ¥ 
skin and reducing seepage. Convention 


Wichita, Kan. 
July 23-27, 1934 


B-D PRODUCTS 
Made for the Profession 

















BECTON, DICKINSON & CO., RUTHERFORD, N. J. 














APPLICANTS FOR MEMBERSHIP 


Colorado 
Baxley, Harold M., 


201-8 Coors Bldg., Golden. 


Iowa 
Miller, Sara A., 
722 Tenth St., Sibley. 


Massachusetts 
Scamman, Earl, 
100 Boylston St., Boston. 
Thoré, Christopher D., 
100 Boylston St., Boston. 
Michigan 
Wynn, Paul V. 


21 W. Eighth St., Holland. 


New Jersey 
English, Ray F., 
20 Fulton St., Newark. 
Bowden, Joseph M., 
114 W. State St., Trenton. 
Smulian, Nathan, 


110 W. State St., Trenton. 





Nebraska 
DeWalt, Ira M., Wisner. 
Ohio 
Woodward, Harry E., 
2186 Fourteenth St., S.W., Akron. 
Oregon 
Mercer, William L., 


404 U.S. Natl. Bank Bldg., Salem. 


Willcutt, Eugene Cutley, 
Stangier Bldg., Pendleton 
Pennsylvania 
Kaufmann, William E., 
4819 Florence Ave., Philadelphia. 
Husk, N. Gaylord, 
28 Main St., Bradford 
Texas 
Fix, Clarence B., 
1114 Guadalupe St., Laredo. 
Washington 
3arker, Reuel H., 
410 Joshua Green Bldg., Seattle. 





The Santa Fe is proud to 
announce your officers desig- 
nate SANTA FE as the official 
route to your 1934 conven- 
tion. With its double track and 
smooth roadbed—its air 
conditioned dining cars — its 
Fred Harvey meals—and fine 
fast trains, protected by 
automatic block signals or 
train control—The SANTA FE 
confidently solicits your pat- 
ronage. Plan now to attend. 
Travel by rail “Santa Fe all 
the Way” safely, quickly, com- 
fortably and with economy. 





For Reservations 
Phone, Write or Call on 
j. R. MORIARTY, Division Passenger Agent 
SANTA FE RAILWAY 
179 West Jackson St., Chicago, Ill. 
Phone: HARrison 4900 
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LOS ANGELES 


MERRILL 
SANITARIUM 


Neuropsychiatric 


Downtown Office 
609 South Grand 
Avenue 








COLORADO 





HOWARD EARL LAMB, D.O. 
SURGEON 


DENVER 


430 SIXTEENTH ST. TABOR 0679 





DISTRICT OF COLUMBIA 





DR. CHESTER D. SWOPE 
Osteopathic Physician 


The Farragut Apts. 
Washington, D. C. 





FLORIDA 





Dr. Nancy Lurah Rader 


PALM BEACH 
and 
WEST PALM BEACH 
FLORIDA 


—— 


Phones 23604 — 22864 








Specializing 


Digestive, "Rectal and 
Pelvic Diseases 
The Howell Sanitarium, Inc. 
473 N. Orange Ave. 
Orlando, Fla. 


Varicose Veins, Hernia and Tonsils 
Removed Non-Surgically 





IOWA 


NEW LOCATIONS 


Adair, John S., from 389 George St., 
to 124 Hunter St., Peterborough, 
Ont., Canada. 

Bacon, George S., from _ Boston, 
Mass., to 92 Common St., Water- 
town, Mass. 

3all, Sidney S., from Westmount, 
Que., to 1800 Sherbrooke St., W., 
Montreal, Que., Canada. 

3andeen, Stanley G., from 1435 S. 
Fourth Ave., to 514 Breslin Bldg., 
Louisville, Ky. 

Saxley, Erma, from Linder Bldg., to 
201-8 Coors Bldg., Golden, Colo. 
Blakesley, Roy J., from 1637 Chicago 
Ave., to Suite 2, University Bldg., 

1604 Chicago Ave., Chicago. 

Bradfute, George A., from 719 Walnut 
St., to 1402 General Bldg., Knox- 
ville, Tenn. 

Brooks, Charles H., Jr., from Van- 
dalia, Mo., to Clarence, Mo. 

3rown, Charles R., from Dunnegan, 
Mo., to Willard, Mo. 

Bruninghaus, C. W., from 806 Park 
Bldg., to 507 Main St., Worcester, 
Mass. 

Bruxer, Lawrence H., from 113 N. 
Third St., to 108% Main St., Water- 
town, Wis. 

Cantrell, A. A., from Kansas City, 
Mo., to T. G. McCleary Sanitarium, 
Excelsior Springs, Mo. 

Carr, Harry N., from Tampa, Fla., to 
122 E. Duval St., Jacksonville, Fla. 

Conner, D. L., from National Bank of 
Arizona Bldg., to 312-14 Security 
Bldg., Phoenix, Ariz. 

Cox, Harold R., from 4420 St. John, to 
4022 Broadway, Kansas City, Mo. 
Crow, Louise P., from 405 N. Harper 
Ave., to 941 N. Normandie Ave., 

Los Angeles. 

Davies, Walter H. K., from Andover, 
Mass., to Studio Bldg., Davis 
Square, Somerville, Mass. 

Fischer, Herbert, from Bala Cynwyd, 
Pa., to The Times Medical Bldg., 
Ardmore, Pa. 

Gerdine, L. van H., from 721 S. Grif- 
fin Ave., to 1721 Griffin Ave., Los 
Angeles. 

Giblin, J. Morton, from 231 Orms St., 
to 166 Broad St., Providence, R. I. 

Gilroy, S. B., from Montrose, Mich., 
to Warrenton, Mo. 

Grainger, H. G., from Citizens Natl. 
Bank Bldg., to Peoples Natl. Bank 
Bldg., Tyler, Texas. 

Harris, Nettie M., from Atlanta, Ga., 
to Unadilla, Ga. 

Hart, R. C., from 1114 Volunteer 
Bldg., to 1112-13 Volunteer Bldg., 
Chattanooga, Tenn. 

Heffelfinger, H. M., from 6334 Cot- 
tage Grove Ave., to 803 E. 61st St., 
Chicago. 

Jackson, W. M., from 213 Jackson St., 
to 403 W. Main St., Grove City, Pa. 





Dr. Orel F. Martin 
SURGEON 
Hotel Kenmore 
490 Commonwealth Avenue 
BOSTON, MASS. 


Chief Surgeon 
Massachusetts Osteopathic Hospital 





MISSOURI 





Dr. Arthur D. Becker 
OSTEOPATHIC PHYSICIAN 
DIAGNOSIS 


KIRKSVILLE, MO. 


Practice limited to consultation. 











Collin Brooke, D.O. 


Practice Limited tc 
Proctology — Varicose Veins 
—Hernia 


ST. LOUIS 


210 Frisco Bldg., 906 Olive St. 








NEW YORK 





DR. L. M. BUSH 


Eye, Ear, Nose and Throat 


Nineteen Years’ Experience 
Speciali in normalization of the 
a tan and adenoid and nasal 
adjustment technique. 


551 Fifth Ave., Cor. 45th St. 
New York City 














Thomas R. Thorburn 
D.O., M.D. 
SURGERY 
Nose, Throat and Ear 


Hotel Buckingham, 101 West 57 St. 
New York City 











Dr. F. A. Parisi 
CLINICAL PATHOLOGIST 


909 Des Moines Bldg., 
Des Moines, Iowa 


Complete Laboratory Service 
Reports Mailed Anywhere 











DEAFNESS and HAY FEVER 


by Modern Osteopathy 
DR. JAMES D. EDWARDS 
22 years’ experience in the treatment of defective hearing, 
sinusitis, and other diseases of the Ear, Nose, Throat and 
Eye. Write for free booklet. 
ST. LOUIS 


408 Chemical Building 





721 Olive Street 
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Johnson, Ernest A., from 3701 N. 
Broad St., to 1324 W. Airdrie St., 
Philadelphia. 


Keeler, Edward E., from 1540 San 
Pablo Ave., to 1916 Broadway, 
Oakland. Calif. 


Kinney, Lecta Fay, from 5628 Win- 
throp Ave., to 17 N. State St., Chi- 
cago. 


Kushner, Edward I., from Broadway 
Bldg., to 1916 Broadway, Oakland, 
Calif. 

Machunka, J. A., from 1159 E. 70th 
St., to 256 W. Florence Ave., Los 
Angeles. 

Manning, Ralph A., from 110 Church 
St., to 63 Church St., Winchester, 
Mass. 

Marcoux, Ernest A., from 313 Wash- 
ington St., to 337 Washington St., 
Newton, Mass. 

Mayhugh, Alice B. Edwards, from 
813 Kansas Ave., to 6171%4 Commer- 
cial St., Atchison, Kans. 

Miller, George F., from Kirksville, 
Mo., to 601 Dayton Ave., St. Paul, 
Minn. 

Mulford, J, W., from 1010 Mercantile 
Library Bldg., to 1015 Mercantile 
Library Bldg., Cincinnati, O. 

Pritchard, William W. W., from 721 
S. Griffin Ave., to 743 N. Avenue, 
66, Los Angeles. 

Ratcliffe, Stanley W., from Bradford, 
Yorkshire, England, to 32 Victoria 
Ave., Harrogate, England. 

Redding, Barbara, from New Ro- 
chelle, N. Y., to 235 Larchmont 
Ave., Larchmont, N. Y. 

Schwartz, Maurice J., DMS ’33, now 
a, at 407 Mayo Bldg., Tulsa, 

cla. 

Sherrill, Charles M., from Sames- 
Moore Bldg., to 1114 Guadalupe St., 
Laredo, Texas. 

Smith, Martin J., from Richland, 
Mich., to 402 Post Bldg., Battle 
Creek, Mich. 

Spurling, L. Ross, from Reid St., to 
Bermuda Fire Marine Ins. Bldg., 
Front St., Hamilton, Bermuda. 

Stewart, (Farnsworth) Myrtle, from 
Milwaukee, Wis., to Farnsworth 
Laboratories, 159 N. State St., Chi- 
cago. 

Whitney, Elmer I., from 62 Old 
Point, Ave., to Christopher Bldg., 
Madison, Maine. 

Williams, L. F., KCOS ’33, now lo- 
cated at Metlen Block, Dillon, 
Mont. 





PRINCIPLES OF 
OSTEOPATHY 


By YALE CASTLIO, D.O. 


Director of Clinics 
Kansas City College of 
Osteopathy and Surgery 


WAS $5.00—NOW $3.00 


For Sale by the College 


2105 Independence Ave. 
Kansas City, Mo. 
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Announcement 
DR. WALTER H. SIEHL and DR. WILLIAM S. SCHULTZ 
are continuing their practice of Osteopathy 
and that of their former associate 
the late Dr. E. R. Booth 
at the same location 
603 Traction Bldg., Cincinnati, Ohio 





Classified Advertisements 


RATES PER INSERTION: $2.00 for 20 
words or less. Additional words 10 cents 
each, 

TERMS: Cash with order. 


COPY: Must be received by 20th of preced- 
ing month. 





LABORATORY and x-ray technician, 

recently graduated, wishes position 
with osteopath. Address Alma Daw- 
son, Louisiana, Mo. 





WANTED: Location on _ western 

coast. Will consider proposition to 
buy, lease or take practice on com- 
mission. Prefer Oregon. Write E.T. 
c/o Journal. 





WANTED: Opportunity as assistant 

or associate with clinic group or 
private practice by man D.O. with 
broad clinical experience, including 
diagnosis, x-ray, physical therapy. 
Permanent connection desired. Ad- 
dress W.H.R., c/o Journal. 





PEARSON LABORATORY AND 

DIETARY SERVICE. Send 25c¢ 
for special containers and question- 
naires. Roscoe Clinic, Smythe Bldg., 
Cleveland, Ohio. 





AMBULANT PROCTOLOGY: Lec- 

tures on Ambulant Proctology and 
the Injection Treatment of Hernia. 
Price $5.00. Individual instruction 
given. Dr. P. H. Woodall, 617 First 
National Bank Bldg., Birmingham, 
Ala. 





FOR SALE: Tables of quality. New 
price list. Samples of covers on re- 

quest. Dr. George T. Hayman, Table 

Manufacturer, Doylestown, Penn. 


RHODE ISLAND 





Dr. F. C. True 
SURGEON 
1763 Broad St. 


PROVIDENCE, R. L 


CHIEF SURGEON 
R. I. OSTEOPATHIC HOSPITAL 





ENGLAND 





LONDON, ENG. 


Dr. Chas. W. Barber 


54 Upper Berkeley St., W. 1, 
Phone: Paddington 4345 
Formerly member of the faculty, 
Philadelphia College of Osteopathy. 











RAY M. RUSSELL 


Practice of Osteopathy 


Grosvenor House, Park Lane 
LONDON, ENGLAND 





FRANCE 











William J. Douglas, D.O. 
79 avenue des Champs Elysées 


PARIS 


Tel. Elysées 02-04 


FRANCE 








Le Chateau Frontenac 
S4 rue P’ Charron 





Paris 


Dr. Charlotte Weaver 
Alienist 
Diagnosis and Treatment 
Osteopathy, Endocrinology, Psychoanalysis, Psychoresynthesis 


Tel. Elyeces 35.87-08 




















Well printed in brown ink on India enamel. 4 pages. Size 6x9. 
Easily folded for mailing in business envelope. Room for small pro- 
fessional card on back. 


Attractive — Inexpensive — Effective 


Prices: $1.75 per 100. $15.00 per 1000. Order by Number. 
Set of 8 Samples, 10 cents. Imprinting 25 cents per 100. 


American Osteopathic Association 
430 N. Michigan Avenue Chicago, Illinois 
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| © ANEW ARRIVAL” | 
A new series of osteopathic educational leaflets entitled: = 
z "OSTEOPATHIC BRIEFS" = 
5 The first lot consists of eight subjects. Other titles to follow. These = 
z articles are well written and carefully edited. Each will be identi- z 
z fied by a number. They may be ordered at any time and in any z 
2 quantity. = 
E No. |. Osteopathic School of Practice = 
z No. 2. Influenza E 

No. 3. Pneumonia E 
E No. 4. Sciatica E 
Z No. 5. Acute Infectious Diseases = 
= No. 6. Strains and Sprains = 
: No. 7. Periodic Health Examinations = 
= No. 8. Nervous Diseases E 
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STRONGER 
Than Ever 


In its forty-first year, the Kirksville College finds 
itself stronger than ever before in its history. It is 
not merely a matter of having a substantial finan- 
cial position, adequate buildings and equipment, a 
competent faculty, an experienced administration, 
and ample clinical facilities. There exists that in- 
tangible element, “osteopathic atmosphere”, which 
does so much toward the proper training of an 
osteopathic physician. 


The Kirksville College is still turning out graduates 
who believe in osteopathic principles and are com- 
petent to administer osteopathic therapy. 

The College will again offer a two weeks’ course 
for graduates in June. It is not too soon to make 
your plans to attend this course. It’s free and it’s 
practical. Plan to be in Kirksville June fourth to 


sixteenth. 


KIRKSVILLE COLLEGE of 
OsTEOPATHY and SURGERY 


KIRKSVILLE, MISSOURI 



































MISINFORMATION BUREAU 











Pseudo-facts fly thick and fast when the 
go-cart brigade assembles in the park... 


Soon Mrs. Neighbor gets going full tilt 
on her favorite theories of infant feeding, 
and—well, it’s just one more time when a 
baby’s best friend is his doctor! For only 
a physician’s advice—plus his explicit 
formula—can protect a youngster from 
haphazard, park-bench prescriptions. 


For example... you know that certain 
brands of evaporated milk measure up to 
your high standards, while others may 
not. But unless you have told the 
mother specifically what brand of evapo- 
rated milk to use, Mrs. Neighbor’s care- 
less counsel may prevail. And your little 
patient may be given a milk that would 
never meet with your approval. 


Borden’s Evaporated Milk fulfills the 
strictest medical requirements for infant 
feeding. The raw milk is carefully chosen. 
And every step in its preparation is rig- 
idly supervised under constant laboratory 
control. 


May we send you a simple, compact in- 
fant feeding formulary—and other litera- 
ture which you wi/l, we believe, also find 
helpful? Address The Borden Company, 
Dept. J024, 350 Madison Avenue, New 
York. 


Borden's 


EVAPORATED MILK 





